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The  Executive  Office  of  Elder  Affairs  recognizes  the  difficulty  that 
consumers  experience  when  seeking  nursing  and  rest  home  placement  and  long 
term  care  services.  This  guide  was  developed  to  give  the  consumer  a  better 
understanding  of  the  long  term  care  system  and  attempts  to  provide  answers  to 
the  most  commonly  asked  questions. 


THE  MASSACHUSETTS  LONG  TERM  CARE 
OMBUDSMAN  PROGRAM 

The  word  Ombudsman  is  a  title  for  an  individual  who  receives  and  investigates 
complaints  from  the  public  regarding  an  institution  and  through  various  dispute 
resolution  techniques,  attempts  to  develop  a  cooperative  resolution. 

The  Long  Term  Care  Ombudsman  Program  was  established  in  Massachusetts 
in  1973  as  a  program  of  the  Executive  Office  of  Elder  Affairs  for  the  benefit  of  the 
Commonwealth's  elderly  residents  of  nursing  and  rest  homes.  The  Program  has  four 
main  goals: 

1 .  The  receipt,  investigation  and  resolution  of  nursing  and  rest  home 
complaints. 

2 .  The  protection  of  the  rights  of  residents 

3.  The  provision  of  information  on  Long  Term  Care  Issues  to  residents, 
Families  and  staff. 

4.  Advocacy  for  positive  changes  to  the  Long  Term  Care  System  which  will 
have  an  impact  on  the  quality  of  care,  life  and  environment  in  all 
Massachusetts  nursing  and  rest  homes. 

The  services  of  the  statewide  Long  Term  Care  Ombudsman  Program  are 
provided  by  a  system  of  approximately  three  hundred  Ombudsman  volunteers,  the 
majority  of  whom  are  elder  citizens,  operating  from  twenty-six  designated  local 
programs  throughout  the  state.  Ombudsman  volunteers  make  weekly  visits  to 
nursing  and  rest  homes  and  resolve  residents'  complaints  as  they  are  received. 

Complaints  that  Ombudsman  volunteers  address  are  very  diverse.  They  range 
from  patient  care  to  quality  of  life  issues  such  as  a  lack  of  transportation  or 
meaningful  activities.  The  philosophy  of  the  Ombudsman  Program  is  to  attempt  to 
resolve  complaints  whenever  possible  working  in  cooperation  with  the  staff  of  the 
facilities.  We  are  successful  in  more  than  90%  of  the  cases  using  this  process.  If 
the  complaint  can  not  be  resolved  locally,  the  State  Ombudsman's  Office  becomes 
involved  and  if  no  resolution  is  reached  at  this  level,  the  complaint  is  referred  to  a 
variety  of  state  and  federal  agencies  having  jurisdiction  over  the  type  of  complaint. 

Ombudsman  Programs  are  a  valuable  resource  to  people  seeking  a  nursing  or 
rest  home  placement,  as  well  as  when  the  elder  is  admitted  to  a  facility.  There  is  a 
list  of  Local  Ombudsman  Programs  in  Appendix  A.  If  you  have  a  question  or  a 
problem  they  are  there  to  help. 
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In  order  to  achieve  the  best  possible  placement  for  an  elder  in  a  nursing  or  a 
rest  home,  there  are  several  critical  elements  which  must  be  completed: 


Determining  the  Need  for  Nursing  or  Rest  Home 
Care:  Considering  all  the  Options 


Screening  to  Determine  the  Extent  of  Services  the 
Elder  Requires 


Establishing  a  Method  of  Payment 


Applying  for  Assistance  When  Necessary 


Protecting  the  Elder  from  Medicaid  Discrimination 


Reviewing  Admissions  Agreements 


Touring  Facilities  to  Ensure  Quality  of  Care  and  a 
Comfortable  Environment  for  the  Elder 


Supporting  the  Elder  in  his  or  her  new  home  once 
Placement  Occurs 


This  Guide  will  assist  you  in  each  area.  As  you  complete  each  step  you  should 
check  it  off  to  ensure  your  efforts  stay  on  course.  If  you  have  any  questions  you 
should  contact  the  Ombudsman  Program  or  the  other  resources  listed  in  this  guide. 
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PART  I :  BEGINNING  THE  PROCESS 
OF  SELECTING 
A  NURSING  OR  REST  HOME 


DETERMINING  THE  NEED  FOR  NURSING  AND  REST  HOME  CARE 


The  decision  to  seek  nursing  or  rest  home  placement  is  of  great  importance  for 
the  elder  needing  care  and  his/her  family.  Most  families  care  for  their  relatives  for 
as  long  as  possible.  However,  at  some  point,  the  physical,  emotional,  and  social 
demands  may  increase  so  that  nursing  or  rest  home  care  may  be  the  only  viable 
option. 

Three  common  considerations  are  (1)  whether  the  elder  can  remain  living  alone 
with  supportive  services,  (2)  the  availability  of  alternative  housing  situations  such 
as  congregate  housing  and,  (3)  whether  the  elder  should  be  placed  in  a  nursing  or 
rest  home.  If  the  decision  for  placement  is  made,  some  further  factors  to  be 
considered  are:  expenses  both  now  and  in  the  future;  convenience  of  location  for 
family  and  friends;  location  of  physician,  shopping  facilities,  places  of  worship,  and 
social  activities. 

Many  nursing  home  residents  suffer  from  degenerative  diseases.  These  include 
Parkinson's  Disease,  Alzheimer's  Disease,  Arthritis,  and  Dementia.  Often  the 
individual  has  had  progressive  deterioration  in  his  or  her  mental,  physical  status. 
Most  nursing  home  residents  need  assistance  with  their  Activities  of  Daily  Living. 
Often  called  ADLs,  these  activities  include  the  routine  tasks  we  perform  every  day 
such  as  bathing,  dressing,  eating,  brushing  teeth  and  going  to  the  bathroom.  Some 
residents  just  need  to  be  supervised,  that  is,  encouraged  or  prompted  to  do  their 
ADLs,  while  other  residents  require  assistance  with  every  need.  Incontinence  is 
another  factor  that  contributes  to  nursing  home  placement. 


RESOURCES  AVAILABLE  TO  PROVIDE  ASSISTANCE  IN 
DETERMINING  THE  NEED  FOR  LONG  TERM  CARE: 

1 .  Each  local  Home  Care  Corporation  is  designed  to  assist  elders  and  their  families 
in  deterrnining  the  best  setting  for  long  term  care.  Each  Home  Care  Corporation 
has  a  screening  team  which  will  assess  the  elder's  care  needs  and  suggest  the 
most  appropriate  placement  for  him/her.  (See  Appendix  A  for  listing  of  local 
Home  Care  Corporations). 

2.  The  Executive  Office  of  Elder  Affairs  Long  Term  Care  Ombudsman  Program 
provides  information  and  referral  assistance.  The  telephone  number  is  (617) 
727-7750  or  toll-free  1-800-882-2003.  See  Appendix  A  for  local  Ombudsman 
Programs. 
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3.  If  the  person  needing  nursing  home  placement  is  currently  in  the  hospital,  it  is 
important  to  contact  the  discharge  planning  unit  as  they  will  be  able  to  provide 
assistance. 

4.  Local  Ombudsman  Programs,  Councils  on  Aging,  and  Social  Service  Agencies 
are  helpful  resources  for  information. 
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SEVERAL  TYPES  OF  ILLNESSES  MAY  NECESSITATE  A  NURSING  OR 
REST  HOME  PLACEMENT: 


In  this  section  we  describe  some  of  the  most  common  illnesses  which  residents 
of  nursing  and  rest  homes  have.  There  are  many  other  diseases  or  conditions  which 
result  in  an  elder  needing  a  nursing  or  rest  home  placement.  Sometimes,  there  is  no 
specific  disease,  but  the  elder  is  very  frail  and  unable  to  care  for  him  or  herself. 

Parkinson's  Disease  -  is  a  nervous  disorder  with  three 
major  symptoms  -  tremor,  rigidity  and  Bradykenesia  (slow  deliberate 
movements).  The  cause  of  Parkinson's  Disease  is  not  known.  The  disease  is 
seen  mainly  in  the  elderly.  One  percent  of  the  population  over  age  50  has  the 
disease.  More  than  half  of  those  afflicted  are  over  70  years  of  age. 

Dementia  -  is  a  term  used  when  people  have  progressive  loss  of  memory  and 
intellectual  function.  Dementia  is  a  set  of  symptoms  which  in  the  past  had 
been  viewed  as  a  normal  part  of  aging.  It  is  not.  Sometimes  the  condition  may 
be  reversed.  Other  diseases  may  mimic  dementia  such  as  thyroid  problems  or 
depression.  These  are  both  treatable  diseases.  Progressive,  irreversible  forms 
of  Dementia  include,  Alzheimer's  Dementia  and  multi-infarct  Dementia. 

Alzheimer's  Disease  -  is  a  disease  of  the  nervous  system  which  affects  people, 
sometimes  as  early  as  forty  or  fifty  years  of  age.  Symptoms  may  start  with 
simple  forgetting  or  wandering  and  eventually  lead  to  debilitation  and  death. 
Diagnosis  is  made  on  autopsy  where  senile  plaques  and  neurofibrillary  tangles 
are  found  in  the  brain.  However,  certain  patterns  of  behavior  or  care  needs 
may  be  strong  indicators  of  the  presence  of  the  disease.  Among  these 
indicators  are  disorientation,  confusion,  memory  loss,  and  altered  sleep 
patterns.  Some  nursing  homes  specialize  in  the  care  of  residents  afflicted  with 
Alzheimer's  disease.  The  Alzheimer's  Disease  and  Related  Disorders 
Association  (ADRDA)  has  family  support  groups  to  assist  families,  friends  and 
victims  of  these  diseases. 

Stroke  -  involves  injury  of  the  brain  due  to  blood  clots  or  rupture  of  blood 
vessels.  Most  of  us  have  seen  people  who  have  lost  the  use  of  one  side  of  the 
body  or  an  arm  or  leg.  Stroke  victims  can  also  look  quite  normal  but  act  in  an 
odd  manner.  These  peculiarities  can  take  the  form  of  simply  forgetting  to  do 
things,  not  being  able  to  add  numbers  or  write  words,  or  doing  things  that  are 
unlike  their  usual  behavior.  This  disease  is  often  termed  multi-infarct  disease 
and  is  the  result  of  small  blood  clots  forming  in  the  brain  and  stopping 
circulation  to  small  parts  of  the  brain.  Often  the  disease  mimics  dementia  and 
is  difficult  to  treat. 
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Diabetes  -  is  an  illness  in  which  the  body  cannot  absorb  carbohydrates  (sugars 
and  starches)  properly.  There  are  two  types  of  diabetes.  The  first  requires  the 
person  to  take  an  insulin  injection  every  day.  The  second  type  of  diabetes  may 
be  controlled  by  pill.  Both  types  require  special  diets.  Control  of  diabetes  is 
important.  Left  untreated,  diabetes  has  many  complications,  such  as  blindness, 
lack  of  sensation  in  the  hands  and  feet,  and  kidney  problems.  Some  indicators 
of  diabetes  may  include  the  following:  thirst,  frequent  urination,  light 
headedness,  sores  which  do  not  heal. 

Heart  Disease  -  is  common  among  elderly  nursing  or  rest  home  residents. 
There  are  several  types  of  heart  disease.  Generally  in  the  elderly,  the  pumping 
action  of  the  heart  slows  down  due  to  aging  and  the  loss  of  muscle  cells, 
especially  after  a  heart  attack.  Other  causes  of  heart  disease  include  damage  to 
the  heart  valves,  or  additional  pressures  on  the  heart  due  to  high  blood 
pressure.  Many  nursing  home  residents  with  heart  disease  need  assistance  with 
activities  of  daily  living  (ADLs)  and  constant  monitoring  of  their  cardiac  and/or 
antihypertensive  medications. 

Pressure  Sores  -  (Decubitus  Ulcers)  often  referred  to  as  "bed  sores"  are  areas 
of  deterioration  on  the  skin  surface.  The  causes  are  both  external  and  internal. 
The  elderly  are  more  prone  to  pressure  sores  due  to  immobility  from  Arthritis 
and  Degenerative  Diseases,  or  because  they  are  confined  to  bed  due  to  Cardiac 
or  Pulmonary  Disease.  Internal  factors  contributing  to  the  formation  of 
decubitus  ulcers  include  poor  circulation,  poor  nutritional  status  and 
dehydration. 

Arthritis  -  is  another  degenerative  disease  which  affects  the  joints  and  causes 
people  to  become  extremely  limited  in  their  movement.  Person's  with 
advanced  arthritis  need  assistance  with  ADLs  as  well  as  supervision  during 
exercise  therapy  and  management  of  pain  control. 

Incontinence  -  is  the  loss  of  bowel  and/or  bladder  function.  This  can  be  due  to 
several  causes  which  include  bladder  infections,  bowel  surgery,  use  of 
diuretics  (water  pills),  or  loss  of  muscle  strength.  Various  techniques  are  used 
to  retrain  the  bladder  and  bowels.  These  techniques  include  biofeedback, 
exercise  programs,  habit  training  and  drug  therapy. 
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ASSESSING  THE  NEED  FOR  NURSING  HOME  PLACEMENT 


The  assessment  of  an  individual's  need  for  nursing  home  care  can  occur  in  the 
hospital  or  in  the  community.  Many  hospitals  in  Massachusetts  conduct 
assessments  for  nursing  home  services  pursuant  to  contracts  with  the  Division  of 
Medical  Assistance.  The  Executive  Office  of  Elder  Affairs  and  the  Division  of 
Medical  Assistance  have  also  contractually  agreed  to  integrate  long  term  care 
services  purchased  by  both  agencies. 

Elder  Affairs  has  established  performance  based  contracts  with  Home  Care 
Corporations  to  assume  Medicaid's  screening  activities  for  nursing  home  and  adult 
day  health  services.  The  primary  goal  of  the  "Coordination  of  Care  Program"  is  to 
delay  or  prevent  an  elder's  placement  into  an  institutional  care  setting  when 
community  based  services  are  available  and  appropriate  to  meet  the  elder's  needs. 

Once  it  has  been  determined  that  an  individual  requires  nursing  home 
services,  the  scope  of  services  required  by  that  individual  must  be  determined  by  the 
nursing  facility  through  a  resident  assessment.  The  assessment  must  be  conducted 
within  14  days  of  a  resident's  admission  into  the  nursing  home.  When  the  resident 
assessment  is  complete,  a  care  plan  should  be  developed  to  meet  the  resident's 
medical,  nursing  and  psychosocial  needs. 

The  Resident  Assessment  and  subsequent  care  plan  are  the  factors  which 
determine  the  scope  of  nursing  home  services  required  to  meet  the  individual's 
needs.  This  assessment  process  must  be  conducted  annually  or  upon  a  significant 
change  in  the  resident's  medical  condition. 
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CONTINUING  CARE  RETIREMENT  COMMUNITIES 


Description 

Continuing  Care  Retirement  Communities  (CCRCs)  combine  housing 
specifically  designed  to  accommodate  the  needs  of  people  as  they  age  with  long 
term  care  services,  including  skilled  nursing  home  care.  A  variety  of  models  are 
covered  by  this  definition,  but  common  to  all  CCRCs  is  the  existence  of  a  contract 
between  tie  resident  and  the  community  which  should  clearly  state  all  terms  and 
agreements  concerning  health  care,  general  services  and  financing. 

Housing  Services  and  Health  Care  Services 

Generally,  all  CCRCs  provide  housing  accommodations  including  independent 
living  units,  assisted  living  units  and  nursing  home  beds.  General  services  include 
homemaking,  transportation,  meals  and  grounds  and  building  maintenance.  Health 
services  can  include  personal  care  assistance,  home  health  visits,  health  screening 
and  promotion  and  nursing  home  care.  The  levels  of  services  vary  from  commumty 
to  commumty,  so  be  sure  that  the  contract  clearly  states  what  is  provided  and  at 
what  level. 

Financial  Arrangements 

Financial  arrangements  also  differ  from  community  to  commumty.  Some 
require  substantial  entrance  and  monthly  fees  and  operate  on  a  pre-paid  insurance 
mode.  Other  communities'  entrance  and  monthly  fees  are  lower,  but  require 
payment  for  services  on  a  fee-for-services  basis.  The  return  on  entrance  fees  also 
differ  in  each  commumty,  ranging  from  100%  return  to  those  that  amortize  the 
return  at  the  rate  of  1%  per  month,  leaving  no  return  after  several  years. 

Assisted  Living  Facilities 

"Assisted  living"  is  a  special  combination  of  housing  and  personalized  health 
care  designed  to  respond  to  the  individual  needs  of  those  who  need  help  with 
activities  of  daily  living.  Care  is  provided  in  a  professionally  managed  group  living 
environment,  in  a  way  that  promotes  maximum  independence  and  dignity  for  each 
resident  and  involves  the  resident's  family,  neighbors  and  friends. 
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Assisted  living  facilities  offer  a  supportive  residential  setting  in  which 
assistance  with  activities  of  daily  living  and  other  services  are  provided  to  those 
who  cannot  or  choose  not  to  live  alone  but  do  not  need  the  24  hour  skilled  medical 
care  of  a  nursing  home.  Assistance  is  provided  in  response  to  each  resident's 
individual  needs  in  order  to  improve  their  quality  of  life. 

Services  usually  include:  3  meals  a  day,  generally  served  in  a  common  dining 
room;  housekeeping  services;  transportation;  assistance  with  eating,  bathing, 
dressing,  grooming,  toileting,  transferring  and  walking;  24  hour  security  and  awake 
staff;  emergency  call  systems  in  each  unit;  health  promotion  and  exercise  programs; 
medication  management;  personal  laundry;  utilities;  and,  social  and  recreational 
activities. 

At  this  time  there  are  relatively  few  assisted  living  facilities  in  Massachusetts. 
We  expect  to  see  more  in  the  future  as  alternatives  to  long  term  care  are  developed. 


-10- 


FINANCING  NURSING  AND  REST  HOME  CARE 

Private  rates  for  nursing  home  care  can  range  from  $100  to  $200  or  more  a  day 
or  $36,500  to  $73,000  a  year.  Always  request  that  the  facility  submit  a  monthly 
itemized  bill  so  you  can  verity  charges  for  services  included  in  the  daily  rate  from 
those  which  may  be  charges  for  additional  services.  Additional  services  can 
substantially  increase  your  monthly  bill. 

If  your  relative  has  private  insurance  coverage,  examine  the  policy  carefully  to 
determine  under  what  conditions,  and  at  what  level,  nursing  home  benefits  are 
covered.  A  number  of  policies  have  adopted  the  same  guidelines  as  Medicare 
which  has  very  limited  coverage.  Your  relative  may  also  have  custodial  care 
nursing  home  benefits  tied  to  a  retirement  or  pension  plan. 

Although  parts  of  the  Medicare  Catastrophic  Coverage  Act  of  1988  have  been 
repealed,  provisions  which  seek  to  provide  relief  to  the  spouse  in  the  community 
and  prevent  spousal  impoverishment  were  retained.  The  remaining  law  increases 
the  income  and  assets  limits  allowed  to  the  spouse  in  the  community  without 
affecting  the  Medicaid  eligibility  of  the  institutionalized  spouse  in  the  nursing  home. 

OVERVIEW  OF  PROGRAMS  FOR  PAYMENT  OF  LONG  TERM  CARE 

IN  NURSING  AND  REST  HOMES 


PROGRAM 


TYPES  OF  CARE  COVERED 


Medicare 


Medicaid 


Skilled  Nursing  Care  in  a  facility 
certified  by  Medicare 

Skilled  Nursing  Care,  or  Nursing  Facility  Care 
in  a  facility  certified  for  Medicaid 


Supplemental  Security 
Income  (SSI) 

Emergency  Aid  to  Elderly, 
Disabled  and  Children 


Rest  Home  Care 
Rest  Home  Care 


Medex 


Veteran's  Services 


Supplements  Medicare  coverage  in  a  Skilled 
Nursing  Facility  certified  by  Medicare  or  in  any 
skilled  nursing  facility  contracting  with  Blue  Cross/ 
Blue  Shield  of  Massachusetts 

Skilled  Nursing  Care,  Nursing  Facility  Care,  or 
Rest  Home  Care 


(Revised  2/97) 
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PROGRAMS  FOR  PAYMENT  OF  LONG  TERM  CARE  IN  NURSING  AND 
REST  HOMES: 


PROGRAM:  MEDICARE,  Federal  Health  Insurance  Program,  administered  by 
the  Health  Care  Financing  Administration. 


TYPE  OF  CARE  COVERED:  Skilled  Nursing  Care  in  a  facility  certified  by 
Medicare. 

Eligibility  Requirements: 

Certain  disabled  people  and  elders  65  and  over  who  are  eligible  to  receive  Social 
Security  benefits  or  Railroad  Retirement  benefits  or  a  spouse  or  widow/widower 
of  a  person  entitled  to  receive  S.S.  or  R.R.  benefits.  Local  Social  Security 
Administration  offices  (Tel.  #  800-772-1213)  take  applications  for  Medicare 
and  assists  beneficiaries  in  claiming  Medicare  payments.  Review  after 
placement  is  performed  by  the  fiscal  intermediary,  an  agent  of  the  Social  Security 
Administration. 

Authorization  or  Approvals  Required: 


The  beneficiary  must  have  been  hospitalized  in  an  acute  care  hospital  at  least  3 
days  in  a  row  (not  counting  day  of  discharge)  before  transfer  to  a  participating 
skilled  nursing  facility. 

The  beneficiary  must  be  transferred  to  a  skilled  nursing  facility  for  care  of  the 
same  condition  that  was  treated  in  the  hospital. 

The  beneficiary  must  be  admitted  to  the  facility  within  30  days  after  leaving  the 
hospital. 

Doctor  must  certify  that  the  beneficiary  needs  daily  skilled  nursing  or 
rehabilitative  services. 

How  Much  Program  Will  Pay: 

In  each  benefit  period,  Medicare  pays  for  all  covered  services  for  the  first  20 
days  at  a  pre-determined  daily  rate  for  a  semi-private  room.  For  the  21st  day 
through  the  100th  day,  Medicare  pays  for  all  covered  services  except  for  the 
patient  co-payment  amount;  for  instance  in  1997  the  co-payment  is  $95.00  per 
day.  However,  the  co-payment  is  recalculated,  on  an  annual  basis. 
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MEDICARE,  CONTINUED: 


How  Long  Program  Will  Pay: 

Up  to  100  days  for  each  benefit  period,  as  defined  above.  A  new  benefit  period 
is  determined  when  the  beneficiary  has  not  been  in  a  skilled  nursing  facility  for 
60  consecutive  days,  and  has  been  discharged  again  from  an  acute  care  hospital 
after  at  least  a  three  (3)  day  stay. 

Personal  Needs  Allowance:  None 


Co-Payment  By  Beneficiary:  The  1997  co-payment  is  $95.00  per  day;  however 
this  will  change  yearly,  due  to  re-calculation. 
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PROGRAM:  MEDICAID,  a  medical  assistance  program  based  upon  need, 
administered  by  the  Division  of  Medical  Assistance. 

TYPE  OF  CARE  COVERED: 

Skilled  Nursing  Care,  or  Nursing  Facility  Care. 


Eligibility  Requirements: 

Residence  in  Massachusetts,  U.S.  citizenship  or  legal  alienage.  Applicants  must 
be  age  65,  blind  or  disabled.  An  individual  may  not  have  more  than  $2,000  in 
assets.  If  married,  the  spouse  at  home  may  keep  one  half  of  the  couple's  total 
combined  assets,  a  minimum  of  $14,532  and  maximum  of  $79,020  in  1997.  In 
addition,  the  spouse  at  home  is  allowed  a  spousal  maintenance  allowance,  a 
minimum  of  $1,179.00  and  a  maximum  of  $1,817.00  in  1997.  The  minimum  and 
maximum  dollar  amounts  are  recalculated  annually. 

Authorization  or  Approvals  Required: 


Elders  and  disabled  individuals  may  apply  for  Medicaid  benefits  at  a  local  Long 
Term  Care  Eligibility  Office.  Blind  individuals  may  apply  for  Medicaid  benefits 
at  the  Massachusetts  Commission  for  the  Blind.  All  applicants  should  have  their 
own  Social  Security  Number.  Nursing  facility  services  are  authorized  based 
upon  need;  determination  of  need  is  authorized  by  Coordination  of  Care  Units 
located  in  Home  Care  Corporations.  Utilization  of  potential  benefits  from  other 
sources  and  assignment  of  third  party  recoveries  are  also  required. 

How  Much  Program  Will  Pay: 

The  total  cost  of  Long  Term  Care  Services  at  a  pre-determined  public  rate  set  by 
the  Rate  Setting  Commission,  less  the  recipient's  patient  paid  amount. 

How  Long  Program  Will  Pay: 

As  long  as  the  recipient  continues  to  need  Long  Term  Care  Services  and 
continues  to  be  eligible  for  Medicaid. 
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MEDICAID,  CONTINUED: 


Personal  Needs  Allowance: 

$60.00  per  month.  Personal  laundry  costs  shall  not  be  charged  to  PNA,  these 
costs  are  reimbursed  through  the  daily  rates  established  by  Rate  Setting 
Commission. 


Co-payment  by  Recipient: 

The  recipient  must  pay  the  facility  all  of  his/her  monthly  income  less  $60.00 
allowed  for  their  Personal  Needs  Allowance. 
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PROGRAM:  SUPPLEMENTAL  SECURITY  INCOME  (SSD,  a  federal 
financial  assistance  program  administered  by  the  Social  Security  Administration. 

TYPE  OF  CARE  COVERED:  Rest  Home  Care 

Eligibility  Requirements: 

U.S.  citizenship  or  legal  alienage.  Applicants  must  be  age  65,  blind  or  disabled. 
An  individual  may  not  have  more  than  $2,000  in  assets,  married  couples  may  not 
have  more  than  $3,000  in  assets.  Individuals  and  married  couples  must  have 
monthly  incomes  which  are  less  than  S.S.I.'s  payment  standards. 

Authorization  or  Approvals  Required: 

Individuals  can  apply  for  SSI  at  a  local  Social  Security  Office  (Tel.  # 
800-772-1213)  and  must  meet  eligibility  requirements  for  age  and  disability.* 

How  Much  Program  Will  Pay: 

Massachusetts  S.S.I,  payment  standards,  effective  January,  1997  for  domiciliary 
care  in  a  licensed  Rest  Home  are:  for  aged  and  disabled  individuals  $777.00  per 
month;  for  aged  and  disabled   married  couples  $777.00  per  month  per  person. 
Blind  individuals  in  Rest  Homes  receive  $633.74  per  month. 

How  Long  Program  Will  Pay: 

As  long  as  the  individual  continues  to  be  eligible  for  benefits  (based  on  age, 
disability,  assets  and  income). 

Personal  Needs  Allowance: 

$60.00  per  month.  Personal  laundry  costs  shall  not  be  charged  to  PNA,  these 
costs  are  reimbursed  through  the  daily  rates  established  by  the  Rate  Setting 
Commission. 
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SUPPLEMENTAL  SECURITY  INCOME  (SSD,  CONTINUED: 


Co-payment  by  Recipient: 

Recipient  must  pay  the  facility  all  of  monthly  income  less  $60.00  allowed  for 
their  Personal  Needs  Allowance. 


*  S.S.I,  recipients  are  automatically  eligible  for  Medicaid  to  cover  medical  expenses. 
A  separate  Medicaid  application  is  not  necessary. 
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PROGRAM;  EMERGENCY  AID  FOR  ELDERLY,  DISABLED  AND 
CHILDREN,    formerly  known  as  General  Relief  f  GR\  a  state  financial 
assistance  program  administered  by  the  Department  of  Public  Welfare. 

TYPE  OF  CARE  COVERED:  Rest  Home  Care. 

Eligibility  Requirements: 

An  applicant  or  recipient  of  EAEDC  is  eligible  if  he/she  has  specific 
disabilities  that  prevent  him/her  from  working  or  has  applied  for  and 
cooperated  in  the  SSI  application  and/or  appeal  process. 

Authorization  or  Approvals  Required: 

Individual  must  apply  for  EAEDC  at  a  local  Welfare  Service  Office. 

How  Much  Program  Will  Pay: 

EAEDC  will  be  granted  in  the  amount  of  $60.00  per  month  plus  the  per 
diem  established  for  the  facility  by  the  Rate  Setting  Commission. 

How  Long  Will  Program  Pay:    As  long  as  the  individual  is  eligible  for 
benefits  and  continues  to  need  rest  home  care. 

Personal  Needs  Allowance: 

$60.00  per  month.  Personal  laundry  costs  shall  not  be  charged  to  the  PNA, 
these  costs  are  reimbursed  through  the  daily  rate  set  by  Rate  Setting 
Commission  (RSC). 

Co-payment  by  Recipient: 

Recipient  must  pay  the  facility  all  income  less  $60.00  allowed  for  their 
Personal  Needs  Allowance. 

*If  the  recipient  meets  the  basic  eligibility  requirements  for  the  Medicaid 
Program  (i.e.,  aged  and  disabled)  he  or  she  is  also  eligible  for  Medicaid. 
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PROGRAM:  MEDEX.  a  Medicare  Supplemental  Health  Insurance 
program,  administered  by  Blue  Cross/Blue  Shield 

TYPE  OF  CARE  COVERED:  *  Skilled  Nursing  Care  in  a  Medicare  certified 
facility. 

Eligibility  Requirements: 

Medicare  eligible  individuals  may  subscribe  to  this  plan. 

Authorization  or  Approvals  Required: 

Doctor  must  certify  that  the  beneficiary  needs  daily  skilled  or  rehabilitative 
services  in  a  Medicare  certified  facility  after  a  3  day  hospital  admission. 

How  Much  Program  Will  Pay: 

In  a  skilled  nursing  facility  that  participates  with  Medicare, 

Medex  provides  the  patient  co-payment  (Medicare  Part  A  co-insurance)  for  days 
21  to  100  in  a  benefit  period*,  as  long  as  the  patient  requires  and  receives  the 
covered  level  of  skilled  nursing  care. 

Medex  also  provides  $10.00  per  day  from  day  101  through  the  365th  day  of  a 
benefit  period,  as  long  as  Blue  Cross  determines  that  your  stay  continues  to  meet 
Medicare  Skilled  nursing  requirements. 

(Medex  also  covers  care  in  a  skilled  nursing  facility  that  is  not  participating  in 
Medicare  but  is  participating  with  Blue  Cross.  Medex  pays  $8.00  daily  for  as 
long  as  the  patient  requires  and  receives  a  covered  level  of  skilled  nursing  care, 
from  day  1  through  365.  Custodial  care  is  not  covered.  Check  with  the  nursing 
home  to  determine  if  the  home  contracts  with  Blue  Cross/Blue  Shield). 

How  Long  Program  Will  Pay: 

Full  patient  co-payment  amount  for  days  21  through  100  on  admission  to  a 
skilled  nursing  facility  for  each  benefit  period;  then,  partial  payment  of  $10.00 
per  day  from  day  101  through  365.  (Patient  must  continue  to  need  and  receive  a 
covered  level  of  skilled  nursing  care). 
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MEDEX,  CONTINUED: 


Personal  Needs  Allowance:  None 


Co-payment  by  Beneficiary: 


None  for  days  1  through  100.  For  days  101  through  365,  patient  pays  those 
charges  over  $10.00  per  day. 

*A  benefit  period  is  the  period  of  time  which  starts  on  the  first  day  (which  is  not 
part  of  a  prior  benefit  period)  on  which  you  get  covered  services  as  an  inpatient  in  a 
hospital,  a  skilled  nursing  facility.  It  ends  once  you  have  gone  60  days  in  a  row 
without  being  an  inpatient  in  a  hospital  or  skilled  nursing  facility. 
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PROGRAM:  VETERAN  SERVICES,  a  state  program  of  assistance  for  Veterans, 
their  spouses  and  their  dependents. 


TYPE  OF  CARE  COVERED:  Skilled  Nursing  Care,  or  Nursing  Facility  Care 
and  Rest  Home  Care. 

Eligibility  Requirements: 

A  Veteran  (or  spouse,  or  dependent)  with  honorable  discharge,  90  days  of 
service,  one  of  which  was  in  war  time.  Financial  assets  of  $2,000  or  less. 

Authorization  or  Approvals  Required: 

Veterans  may  apply  for  assistance  with  a  Veteran  Services  representative  at  city 
or  town  hall  where  they  reside. 

How  Much  Program  Will  Pay: 

Veteran  must  pay  the  facility  all  of  their  monthly  income  except  an  established 
amount  allowed  for  their  Personal  Needs  Allowance.  Veteran's  Services  pays 
for  the  remaining  cost  of  nursing  or  rest  home  care  at  a  daily  rate  set  by  the  Rate 
Setting  Commission. 

How  Long  Program  Will  Pay: 

Veterans  Services  pays  for  the  cost  of  long  term  care  for  Veterans  and  or  their 
dependents  for  as  long  as  medical  need  and  financial  eligibility  exist  (Veterans 
have  the  option  of  applying  for  Medicaid  to  cover  the  cost  of  care  if  eligible). 

Personal  Needs  Allowance: 


Veterans  receiving  nursing  or  rest  home  care  are  allowed  $60.00  per  month  from 
their  income  for  Personal  Needs.  Those  veterans  with  no  spouse  or  dependent 
children  who  receive  an  improved  pension  or  the  aid  and  attendance  benefit  in 
addition  to  the  Improved  Pension  are  allowed  $90.00  per  month  from  their 
income  for  their  personal  needs.  Veterans  in  either  category  must  be  receiving 
Medicaid  benefits  and  reside  in  nursing  facilities  certified  by  Medicaid. 
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VETERANS  SERVICES,  CONTINUED: 


Co-payment  by  Recipient:  Veterans  must  pay  the  facility  all  of  their  monthly 
income  less  $60.00  or  $90.00  allowed  for  their  Personal  Needs  Allowance. 


*  Veterans  aided  under  the  federal  program  of  Veterans  Administration,  may  be 
transferred  from  a  V.A.  Hospital  to  a  long  term  care  facility  with  a  V.A.  contract  for 
6  months  care.  After  this  period  they  may  apply  for  Medicaid  to  help  pay  for  cost 
of  care  if  eligible.  Their  V.A.  pension  will  be  reduced  to  $60.00  or  $90.00  per 
month.  However,  the  other  income  of  the  Veteran  will  remain  the  same. 
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HOW  TO  APPLY  FOR  MEDICAID 


Step  I 


To  apply  for  Medicaid  for  nursing  home  care,  you  must  apply  at  one  of  the 
Division  of  Medical  Assistance'  Long  Term  Care  Eligibility  Offices.  There  are  five 
regional  offices  (listed  below).  You  should  contact  the  office  nearest  the  elder's 
home  and  request  that  an  application  be  mailed.  If  desired,  a  caseworker  can  come 
to  your  home  to  help  the  elder  complete  the  application. 


1.  LTC  Eligibility  Office 
SchrafrYs  Center 
529  Main  Street 
Charlestown,  MA  02129 
(617)242-8855 
(800)  322-1448 


4.  LTC  Eligibility  Office 
Satellite:  Lawrence 
Welfare  Office,  15  Union  St. 
Lawrence,  MA  01840 
(508)725-7100 


2.  3 1 1  State  Street  5.  Satellite:  Worcester  Welfare 
Springfield,  MA  0 1 1 05  Office,  627  Main  Street 
(413)  781-0212  or                                    Worcester,  MA  01608 
(800)  332-5545  (508)  767-3293 
(800)321-2007 

3.  LTC  Eligibility  Office 
21 -A  Spring  Street 
Taunton,  MA  02780 
(508)823-7511 
(800)242-1340 

Step  II 

Once  you  complete  the  Medicaid  application,  you  should  return  it  for  processing 
to  the  Long  Term  Care  Eligibility  Office  that  serves  your  city  or  town.  Certain 
information  will  require  written  verification,  such  as,  proof  of  residence,  income,  bank 
accounts  and  other  assets.  See  Appendix  C  for  additional  information. 

Step  III 

When  the  Medicaid  application  is  filed  with  the  Division  of  Medical  Assistance, 
they  must  review  it  and  determine  an  individual's  eligibility  within  30  days.  On 
occasion  an  individual  may  have  difficulty  verifying  certain  information.  In  such 
instances,  the  family  or  individual  can  request  that  the  application  period  be  extended. 
Eligibility  may  be  retroactive  for  a  maximum  period  of  90  days,  if  the  individual's 
medical  condition  and  income  and  assets,  met  the  eligibility  guidelines  during  the 
retroactive  period. 
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Step  IV 

Immediately  after  an  application  is  filed  with  the  Division  of  Medical  Assistance, 
you  should  contact  the  Coordination  of  Care  Unit  at  the  Home  Care  Corporation  that 
serves  your  city  or  town,  to  request  a  needs  assessment  for  nursing  facility  services. 
The  Coordination  of  Care  Unit  must  review  the  applicant's  need  for  nursing  home  care 
to  determine  their  eligibility  for  Medicaid. 

We  strongly  recommend  that  all  individuals  seeking  nursing  home  care, 
regardless  of  their  source  of  payment  contact  the  Coordination  of  Care  Unit  for  further 
information  about  needs  assessments  for  nursing  facility  services.  See  Appendix  A  for 
additional  information. 
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NURSING  HOME  ADMISSIONS  AGREEMENTS 


It  is  the  elder  who  will  be  admitted  to  the  nursing  home  that  should  sign  the 
contract  for  admission  unless  the  elder  has  a  guardian/conservator  or  power  of 
attorney.  A  family  member  is  not  legally  obligated  to  pay  for  the  elder's  care.  In 
some  cases,  facilities  have  attempted  to  require  a  family  member  to  become  the 
"responsible  party"  for  a  competent  elder.  This  is  not  appropriate.  Therefore, 
family  members,  other  than  a  spouse,  should  be  very  careful  before  signing  a 
contract. 

The  Administrator  will  probably  give  you  a  printed  contract.  You  have  a  right 
to  take  a  copy  and  look  it  over  at  home  or  with  an  attorney  before  signing  it.  You 
should  be  aware  that  standard  contracts  may  not  always  be  legal.  Listed  below  are 
some  inappropriate  statements  which  we  have  found  in  admissions  contracts,  this 
list  is  not  exhaustive.  Make  certain  you  read  the  contract  carefully  and  call  an 
attorney  or  the  Ombudsman  Program  if  you  have  questions  before  the  elder,  or  his 
or  her  legal  agent  signs  it. 

1 .  The  elder  cannot  be  asked  to  pay  for  a  specified  length  of  time  as  a 
condition  of  admission. 

2.  It  is  improper  to  require  the  elder  to  waive  his  or  her  rights  to  Medicaid  or 
to  limit  the  facility's  liability  for  the  elder's  personal  possessions  or  well 
being. 

3.  The  elder  cannot  be  required  to  use  a  specific  doctor  or  pharmacy. 

4.  The  nursing  home  cannot  solicit  gifts  from  applicants  or  residents  as  a 
condition  for  admission  or  continued  stay. 

5.  The  elder  cannot  be  asked  to  supplement  the  Medicaid  rate  if  he  or  she  is 
eligible  for  Medicaid. 

The  elder  or  his  or  her  legal  agent  must  decide  whether  to  sign  the  contract  as 
is,  try  to  make  changes  in  it,  or  go  elsewhere.  If  you  succeed  in  negotiating 
changes,  you  may  draw  a  line  through  the  words  to  which  you  object  or  add  the 
words  you  want.  Place  your  initials  next  to  the  changes  and  ask  the  facility 
representative  to  do  the  same.  The  facility  should  give  the  elder  or  his  or  her  legal 
agent  a  copy  of  the  signed  agreement.  The  most  commonly  asked  questions  center 
around  the  following  issues. 
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CHARGES; 

Your  admission  contract  should  indicate  what  the  daily  room  rate  is  and  what 
services  are  covered  by  it.  You  should  also  receive  from  the  facility  a  list  of 
optional  services  and  the  charges  for  them. 


NOTICE  OF  RATE  CHANGES: 

The  facility  must  give  the  resident,  or  his  or  her  legal  agent  reasonable, 
advance  written  notice  of  any  room  rate  increases.  Reasonable  is  usually  defined  as 
a  month's  notice. 

TRANSFER  &  DISCHARGE: 

OBRA-87  and  residents'  rights  regulations  specify  the  circumstances  under 
which  SNF  and  NF  residents  may  be  transferred  or  discharged  from  facilities. 
Residents  may  be  transferred  or  discharged  only  when: 

1 .  The  transfer  or  discharge  is  necessary  for  the  resident's  welfare  and  the 
resident's  needs  cannot  be  met  in  the  facility; 

2.  The  transfer  or  discharge  is  appropriate  because  the  resident's  health  has 
improved  sufficiently  so  that  the  resident  no  longer  needs  the  services 
provided  by  the  facility; 

3.  The  safety  of  individuals  in  the  facility  is  endangered; 

4.  The  health  of  individuals  in  the  facility  would  otherwise  to  endangered; 

5.  The  resident  has  failed,  after  reasonable  and  appropriate  notice,  to  pay  for 
(or  to  have  paid  under  Medicaid  or  Medicare)  a  stay  at  the  facility;  or 

6.  The  facility  ceases  to  operate. 


When  the  facility  discharges  or  transfers  a  resident  under  the  circumstances 
numbered  one  through  five  above,  the  resident's  clinical  record  must  contain 
appropriate  documentation  of  the  particular  reason  for  the  transfer  or  discharge.  In 
circumstances  numbered  one  and  two,  the  documentation  must  be  entered  by  the 
resident's  attending  physician.  Documentation  by  the  resident's  attending  physician 
is  required  for  number  four  above,  as  well. 
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A  thirty  day  written  advance  notice  is  required  except  under  the  following 
circumstances: 

1.  The  health  or  safety  of  individuals  in  the  facility  would  be  endangered  and 
this  is  documented  in  the  resident's  record  by  the  attending  physician; 

2.  The  resident's  health  improves  sufficiently  to  allow  a  more  immediate 
transfer  or  discharge  and  the  resident's  attending  physician  documents  this 
in  the  resident's  record; 

3.  An  immediate  transfer  or  discharge  is  required  by  the  resident's  urgent 
medical  needs  and  this  is  documented  in  the  medical  record  by  the 
resident's  attending  physician;  or 

4.  The  resident  has  not  resided  in  the  facility  for  thirty  days. 

In  cases  where  a  thirty  day  advance  notice  is  not  required,  notice  must  be  given 
as  soon  as  practicable  before  the  transfer  or  discharge. 

The  advance  notice  must  contain  information  about  the  resident's  right  to 
appeal  the  transfer  or  discharge  to  the  Division  of  Medical  Assistance.  Written 
notices  must  be  handed  to  the  resident  and  mailed  by  certified  mail,  return  receipt 
requested,  to  a  family  member  or  legal  representative.  In  cases  where  a  thirty  day 
advance  notice  is  not  required,  the  facility  shall  notify  the  resident  and  family 
member  or  legal  representative  verbally  or  in  writing,  and  notification  shall  contain 
information  about  the  resident's  appeal  rights.  In  all  instances,  notification  shall  be 
documented  in  the  resident's  record. 

Conversion  to  Medicaid  is  not  "nonpayment"  and  you  cannot  be  evicted  from  a 
Medicaid  certified  facility  for  it. 

If  you  have  any  questions  regarding  admission  agreements  or  rights  regarding 
transfer  or  discharge  please  contact  the  Office  of  The  State  Long  Term  Care 
Ombudsman  at  (617)  727-7750,  your  Local  Ombudsman  Program  or  your  Local 
Legal  Services  Project;  local  telephone  numbers  are  listed  in  Appendix  A. 
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ASSESSING  NURSING  AND  REST  HOMES 


There  are  two  types  of  admissions,  short  term  and  long  term  admissions. 
Those  residents  admitted  for  the  short  term  are  usually  transferred  from  an  acute 
care  facility  and  receive  intensive  rehabilitation  therapy  to  restore  lost  function.  The 
goal  is  to  prepare  those  residents  for  return  home.  Some  short  term  residents  may 
receive  hospice  services  for  a  terminal  illness. 

The  majority  of  residents  in  nursing  homes  are  admitted  for  long  term  care. 
For  these  individuals,  the  nursing  home  is  not  merely  a  temporary  residence,  but  a 
permanent  home.  Therefore,  chronic  deficiencies  in  medical  or  nursing  care,  dietary 
services,  housekeeping  and  social  activities  are  totally  unacceptable  for  permanent 
residence. 

Quality  of  life  is  closely  related  to  quality  of  care  for  residents  of  nursing 
homes.  To  ensure  quality  of  care,  a  comprehensive  assessment  of  each  resident 
must  be  performed,  which  focuses  on  each  individual's  physical,  emotional,  dietary, 
social  and  spiritual  needs.  Every  resident,  or  his  or  her  next  of  kin,  or  legal  agent, 
has  a  right  to  participate  in  the  development  of  their  plan  of  care,  which  is  based 
upon  the  comprehensive  assessment.  This  type  of  participation  reinforces  personal 
autonomy.  The  ability  to  choose  special  foods,  activities,  clothing,  room 
decorations  and  the  ability  to  exercise  choice  with  meal  and  bed  times;  serve  to 
enhance  an  individual's  sense  of  personal  control  which  fosters  well-being. 

Opportunities  to  engage  in  religious,  political,  civic,  recreational  or  other  social 
activities  fosters  independence.  Privacy  for  visits  with  family  and  friends,  for 
medical  treatment,  and  for  personal  solitude,  contributes  to  self-esteem.  Interaction 
with  concerned  caregivers  should  provide  an  intimate,  supportive  environment 
conducive  to  independence  and  mutual  respect. 

Goals  of  care  for  the  long-term  resident  in  the  nursing  home  should  focus  on 
maintenance  of  existing  function,  slowing  the  loss  of  function  and  alleviating 
discomfort  and  pain. 
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The  needs  of  rest  home  residents  differ  from  those  in  nursing  homes  in  that 
they  tend  to  be  more  self  sufficient,  less  physically  and  mentally  impaired.  Rest 
homes  do  not  provide  organized,  routine  nursing  services  except  as  needed  in  the 
case  of  minor  illness  of  a  temporary  nature.  In  Community  Support  Facilities  and 
Rest  Homes  with  Community  Support  Residents  organized  routine  nursing  services 
shall  be  provided  to  monitor  resident  medications,  potential  side  effects  of  resident 
medications  and  the  overall  physical  and  pyschosocial  well-being  of  the  resident. 
The  goal  of  care  in  the  rest  home  setting  is  to  keep  the  resident  functioning  at  the 
highest  level  of  independence  achievable  and  to  promote  integration  into  the 
community. 

Therefore,  when  you  begin  your  search  for  a  long  term  care  facility,  it  is 
important  to  judge  the  opportunities  for  personal  growth  and  choice  for  the  elder  as 
well  as  the  care  that  is  provided.  Some  facilities  spend  thousands  of  dollars  on  the 
appearance  of  the  lobby  and  you  never  see  a  resident  sitting  there.  The  facilities 
should  be  comfortable  for  the  people  who  live  there.  So  instead  of  being  impressed 
by  the  size  of  the  chandelier,  check  out  the  activity  space  and  dining  area. 

Staff  attitudes  are  critical  to  quality  of  life  and  care  in  a  nursing  or  rest  home. 
If  the  staff  is  polite  and  knows  the  residents'  needs,  it  adds  tremendously  to  the 
residents'  comfort.  You  can  observe  the  interaction  between  residents  and  staff 
when  you  tour  the  facility.  Notice  whether  or  not  you  hear  the  staff  address  the 
residents  politely  by  name,  such  as  "Yes,  Mrs.  Jones,  may  I  help  you?"  Rather  than 
"What  do  you  want?" 

When  you  visit  you  should  try  to  notice  the  cleanliness  of  the  facility.  The 
residents  and  the  facility,  including  floors  and  furniture,  should  be  clean  and  free  of 
odors.  How  is  it  set  up  for  residents  to  maneuver,  particularly  if  an  elder  is 
wheelchair  bound?  If  the  facility  is  very  crowded,  or  the  stairs  are  very  steep,  it  will 
not  encourage  the  elder  to  get  out  of  his  or  her  room  and  participate  in  activities. 

When  visiting  a  home,  you  may  ask  to  see  a  copy  of  the  facility's  last 
inspection  report.  All  nursing  homes  are  inspected  on  a  yearly  basis  by  the 
Department  of  Public  Health.  If  you  have  any  questions,  now  is  the  time  to  ask 
them.  If  you  do  not  get  a  satisfactory  answer,  it  may  be  a  sign  to  expand  your 
search. 

You  will  find  a  check  list  on  page  36  to  take  with  you  when  you  visit  a 
facility.  If  you  visit  more  than  two  homes  just  make  more  columns  or  copy  the  list. 

If  you  have  any  questions,  call  either  the  State  or  Local  Ombudsman  Programs. 
While  we  do  not  rate  facilities  we  will  help  you  sort  out  the  information  you  have 
gathered  and  assist  you  in  making  the  decision. 
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RESOURCES  AVAILABLE  TO  PROVIDE  ASSISTANCE 


1.  The  Office  of  the  Secretary  of  State  Bookstore  located  on  the  first  floor  of  the 
State  House  publishes  a  listing  of  nursing  and  rest  homes.  Their  phone  number  is 
(617)  727-2834.  There  is  a  small  fee  for  the  listing,  and  arrangements  may  be 
made  for  telephone  orders. 

2.  The  Women's  Educational  and  Industrial  Union  publishes  a  Guide  to  Nursing 
and  Rest  Homes  in  Massachusetts.  The  guide  provides  pertinent  information  for 
all  Massachusetts  Nursing  and  Rest  Homes.  The  Guide  may  be  purchased  for  a 
modest  fee,  by  contacting  the  Women's  Educational  and  Industrial  Union,  Social 
Services  Department,  356  Boylston  Street,  Boston,  MA  02116,  phone  number 
(617)536-5651. 

3.  The  two  industry  associations,  the  Massachusetts  Extended  Care  Federation  of 
Nursing  Homes  (617)  558-0202,  or  toll  free  1-800-CARE-FOR  and  the 
Association  of  Massachusetts  Homes  and  Services  for  the  Aging,  (617)  423-0718 
are  useful  resources  for  information. 

4.  The  Massachusetts  Department  of  Public  Health,  Division  of  Health  Care 
Quality  can  answer  questions  about  the  licensure  and  certification  of  any  health 
care  facility  in  Massachusetts.  Contact  the  Department  of  Public  Health  at  (617) 
727-5860  or  1-800-462-5531  toll  free. 
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B.     AFTER  PLACEMENT 


ADJUSTING  TO  THE  NURSING  AND  REST  HOME 

Entering  a  nursing  or  rest  home  may  be  a  very  frightening  time  for  an  elderly 
person.  Unfortunately  the  stereotype  of  a  nursing  home  is  not  a  positive  one. 
Elders  fear  the  loss  of  freedom,  isolation  from  family,  loss  of  dignity  and  respect.  In 
a  nursing  or  rest  home,  the  activities,  meals,  and  care  routines  are  established  based 
on  the  needs  of  all  residents.  Therefore,  the  opportunities  for  individual  choices  are 
limited.  Just  knowing  and  understanding  these  frustrations  are  important  for  family 
members. 

Prospective  residents  should  be  involved  in  the  selection  of  a  nursing/rest  home 
as  this  will  ease  the  transition  to  a  new  environment.  Once  placed,  residents  will 
usually  require  a  period  of  adjustment  because  they  may  be  sharing  rooms, 
bathrooms,  waking  and  eating  on  schedules  and  following  many  new  daily  routines. 

It  is  also  important  when  selecting  a  nursing/rest  home  to  consider  the 
non-medical  needs  of  a  resident.  The  resident  may  benefit  from  supportive  services 
such  as  activity  therapy,  resident  counseling  and  resident  councils.  Activities 
programs  should  offer  a  variety  from  which  the  resident  may  choose.  A  balanced 
program  will  usually  reflect  this.  The  prospective  resident,  his  or  her  next  of  kin  or 
legal  agent,  should  make  the  facility  staff  aware  of  any  special  interests  or  hobbies 
that  the  elder  may  have  during  the  assessment  and  care  planning  process. 

The  Social  Worker  will  assist  in  the  adjustment  process  and  in  making  sure 
that  the  resident's  social  needs  are  being  met  by  providing  counseling  and  general 
support.  The  Social  Worker  of  the  nursing  or  rest  home  also  provides  assistance  in 
plans  for  discharge,  admission  to  the  hospital  and  coordination  of  the  resident's  care 
needs. 

The  transition  to  a  nursing  or  rest  home  can  be  eased  by: 

•  Frequent  visits  by  family  and  friends. 

•  Family  outings  as  often  as  possible. 

•  Providing  the  elder  with  comfortable,  washable  clothing  with  name 
tags  sewn  in. 

•  Providing  the  resident  with  a  supply  of  writing  paper  and  stamps 


• 


Arranging  for  subscriptions  to  newspapers  and  magazines  to  be 
delivered  to  the  elder  at  the  nursing  or  rest  home. 
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•  Encouraging  the  resident  to  participate  in  activities  and  in  the 
Residents'  Council. 

•  Providing  personal  items  such  as  pictures,  favorite  pillows,  or 
furniture  (where  possible)  of  the  resident  to  make  the  room  as 
home-like  as  possible. 
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RESIDENTS'  RIGHTS 

Under  Federal  and  State  regulations,  nursing  and  rest  homes  must  assure 
residents  of  their  basic  rights.  These  rights  include,  but  are  not  limited  to: 

Rules  &  Policies 

•    At  the  time  of  admission  each  resident,  or  his/her  next  of  kin/or  legal  agent, 
shall  be  given  a  written  copy  of  all  the  rules  and  policies  of  the  nursing 
home/rest  home. 


• 


• 


• 


The  resident,  or  his/her  next  of  kin/or  legal  agent,  shall  receive  a  written 
notification  of  subsequent  changes  in  the  rules  and  policies  of  the  nursing 
home/rest  home. 

A  schedule  of  the  exact  amount  charged  for  each  service  must  be  prepared 
by  the  nursing  or  rest  home  administrator  and  maintained  on  an  up-to-date 
basis  and  provided  to  each  resident  on  request. 

Under  no  circumstances  shall  a  resident,  other  than  a  private  paying 
resident,  be  charged  for  services  covered  by  the  Social  Security  Act, 
(Medicare  and  Medicaid). 

Residents  shall  be  permitted  to  examine  bills  and  be  provided  with  an 
explanation  of  any  charges  on  them. 

Private  paying  residents  must  be  allowed  reasonable  advance  written 
notice  of  the  intent  of  the  nursing  or  rest  home  to  increase  per  diem  rates, 
and  charges  for  other  services.  Increases  of  per  diem  rates  or  charges  for 
other  services  should  not  be  effective  retroactively. 

The  residents  must  be  given  reasonable  advance  notice  of  a  planned 
transfer.  This  notice  should  allow  for  sufficient  time  to  make  the  necessary 
arrangements  for  transfer  to  a  new  location. 

A  nursing  or  rest  home  cannot  interfere  with  the  resident's  right  to  manage 
their  financial  or  personal  affairs.  Many  nursing  homes  may  administer  a 
petty  cash  account  to  ensure  safekeeping.  Any  resident  who  chooses  to 
deposit  money  in  a  facility  account  may  withdraw  their  funds  at  any 
reasonable  time. 

The  resident  must  be  given  a  locked  drawer  or  another  secured  type  of 
space  and  key  for  safekeeping  of  personal  possessions. 
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• 


The  nursing  or  rest  home  must  provide  at  least  one  telephone  for  the 
residents'  use,  which  may  be  coin  operated,  and  is  located  so  as  to  assure 
privacy  during  use.  It  must  be  accessible  to  both  ambulatory  and  wheel 
chair  residents. 


Access 


•  The  nursing  or  rest  home  shall  not  interfere  with  a  resident's  right  to 
communicate  privately  with  anyone  of  his/her  choice  either  inside  or 
outside  the  nursing  home. 

•  A  resident  has  the  right  to  join  any  social  or  religious  activity  of  his/her 
choice. 

•  Under  no  circumstances  is  a  resident's  mail  to  be  opened  upon  receipt  or 
delivery  for  mail,  by  the  nursing  home  staff. 


• 


A  resident  has  the  right  to  speak  to  an  Ombudsman  and  have  his/her 
complaints  addressed,  without  fear  or  threat  of  retaliation. 


Discharge  &  Transfer 

•    A  resident  may  not  be  transferred  without  his/her  consent  unless: 

a.  a  physician  orders  the  transfer  or  discharge; 

b.  for  reasons  related  to  health  and  welfare,  as  documented  in  the 
resident's 

c.  medical  record;  for  reasons  of  non-payment,  except  as  prohibited  by 

the  Social  Security  Act; 

d.  required  by  state  or  federal  agencies  (relating  to  the  conditions  and 

e.  quality  of  care  in  the  nursing  or  rest  home). 


• 


• 


If  a  nursing  or  rest  home  decides  to  discharge  or  transfer  a  resident,  the 
resident,  his/her  next  of  kin  or  legal  agent  must  be  given  reasonable 
advance  written  notice. 

If  a  nursing  or  rest  home  cannot  provide  the  care  required  by  the  resident, 
the  resident,  his/her  next  of  kin  or  legal  agent  must  be  given  reasonable 
advance  written  notice.  The  nursing  or  rest  home  must  locate  an 
appropriate  facility  which  will  accept  the  resident. 
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Medical  Treatment 

Resident  must  be  assured  of  their  privacy  during  a  medical  examination. 

A  resident  should  be  permitted  to  examine  his/her  medical  or  personal 
records,  and  authorize  someone  also  to  do  so  on  his/her  behalf. 

A  resident  may  refuse  treatment  or  medications  if  he/she  has  a  question  or 
doubt  about  the  potential  benefit  of  the  treatment  or  medications.  If  the 
resident  refuses,  he/she  must  be  informed  of  the  potential  consequences,  of 
not  accepting  the  treatment  or  medications. 

The  right  to  be  informed  of  medical  diagnoses,  treatment,  and  care,  and  to 
participate  in  planning  the  care. 

The  right  to  be  given  the  name  of  the  physician  responsible  for  the  resident's 
care. 

The  right  to  be  free  from  chemical  or  physical  restraints  unless  they  are 
medically  necessary  and  ordered  by  a  physician. 

The  right  to  have  significant  changes  in  the  resident's  health  reported  to  the 
resident's  next  of  kin,  or  legal  agent. 

The  right  to  adequate  and  appropriate  care. 


Othe 


Rights 


Residents  shall  not  be  required  to  perform  any  functions  or  services  for  the 
nursing  or  rest  home  which  are  not  included  in  his/her  plan  of  care. 

If  it  can  be  arranged,  married  residents  shall  be  permitted  to  share  a  room. 


If  you  need  assistance  or  have  any  questions,  please  call  the  State  Long  Term 
Care  Ombudsman  Program  at  617-727-7750  or  1-800-882-2003  or  the  local 
Ombudsman  Program  where  the  facility  is  located.  Local  programs  are  listed  in 
Appendix  A. 

-35- 


C.     NURSING  AND  REST  HOME  CHECKLIST 


NURSING  AND  REST  HOME  CHECK  LIST 


Consideration  of  the  following  checklist  should  assist  you  in  the  selection  of  an  appropriate 
nursing  or  rest  home. 

It  is  most  important  that  you  visit  the  nursing  or  rest  home  you  are  considering.  Make  an 
appointment  to  visit  with  the  staff.  Discuss  with  them  any  concerns.  Try  to  visit  at  a  meal 
time.  Observe  the  activities  at  the  facility.  If  you  take  someone  along  with  you  on  the  tour, 
it  may  improve  your  observations.  Some  of  the  items  listed  may  not  be  relevant  to  your 
particular  situation,  and  may  be  omitted.  Also,  raise  additional  questions. 

Nursing/Rest  Home 
Home  #1  Home  #2 


Location 

Is  public  transportation  available? 

Is  the  facility  near  a  hospital? 

Is  the  facility  near  family  and  friends? 


Name 


- 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 

Grounds 


Is  it  in  a  pleasant  setting? 
Is  there  a  safe  or  secure  area  for  residents 
to  get  fresh  air? 
Is  there  space  for  strolling? 
Are  there  ramps  for  handicapped  access? 
Lobby 


Yes      No 


Yes      No 


Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 

Is  the  atmosphere  welcoming? 
Are  there  plants,  flowers,  or  pictures? 
Is  it  free  from  heavily  scented  sprays? 
Are  certificates  and  licenses  displayed? 


Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 
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Hallways 

Are  they  well-lighted? 
Are  there  hand-rails? 

Are  they  large  enough  for  wheelchairs  to  pass? 
Are  they  color-coded  for  easily  finding  areas 
in  a  large  facility? 
Are  exits  clearly  marked? 
Is  it  generally  clean? 


Home  #1 


Home  #2 


_Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 

Bedrooms 

Are  the  rooms  cheerful  and  uncluttered? 
Is  care  taken  in  selecting  roommates? 
How  many  beds  are  in  a  room? 
Are  linens  on  beds  clean? 
Is  there  adequate  closet  and  drawer 
space  for  clothes? 

Is  there  a  locked  drawer  available  in  an 
accessible  place? 
Is  there  a  call  bell  by  each  bed? 
Is  there  fresh  water  by  each  bed? 
Do  doors  or  walls  have  residents'  name  plates? 
Is  there  a  reading  light? 
Can  residents  decorate  their  own  rooms? 
Can  residents  bring  a  reasonable  amount  of 
personal  belongings? 
Is  there  an  easy  chair? 
Is  there  room  for  a  wheelchair  to  maneuver? 
Are  rooms  ventilated? 
Are  rooms  air  conditioned? 
Do  you  smell  urine? 


_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 
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Dining  Room 

Is  there  a  dining  room? 
Is  it  attractive  and  inviting? 
Are  there  comfortable  chairs  and  tables? 
Is  there  enough  room  to  move  around? 
Can  wheelchairs  be  accommodated? 
Is  it  free  from  unpleasant  odors? 
Do  those  needing  assistance  receive  it? 
Does  the  food  appear  and  smell  appetizing? 
Are  sample  meals  offered  to  prospective  residents? 
Are  meals  served  at  reasonable  times? 
Is  the  week's  menu  posted  and  followed? 
Is  there  variety  from  meal  to  meal? 
Are  alternative  choices  available? 
Does  the  dietitian  plan  special  menus 
when  needed? 
Are  guests  allowed? 
Are  there  snacks? 

Is  food  delivered  to  bedrooms  when  necessary? 
Are  there  14  hours  or  less  between  evening 
meal  and  breakfast? 
Toilet  Facilities 

Are  they  convenient  to  bedrooms  and  the  lounge? 
Is  it  easy  to  use  a  wheelchair? 
Is  there  a  nurse  call  bell? 
Are  there  hand  grips  near  toilets? 
Are  there  non-skid  floors? 
Is  there  toilet  paper,  soap  &  towels  in 
bathroom? 

Are  there  shower  facilities? 
Do  bathtubs  have  automatic  transfer  seats? 
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Home  #1 


Home  #2 


.Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 

Activity  Rooms  and  Activities  Home  #1  Home  #2 

Is  there  room  for  activities? 
Are  there  activities  on  the  weekend? 
How  many  hours  of  activities  a  week  are  there? 
Is  there  an  activities  director? 
Are  events  and  activities  posted? 
Are  there  group  and  individual  activities? 
Are  residents  encouraged  to  participate? 
Are  there  trips  away  from  facility? 
Are  there  any  volunteers? 
Are  materials  available?  Free? 
Are  residents  using  equipment? 
Are  there  newspapers  and  magazines  available? 
Are  radios  and  televisions  available? 
Is  there  library  service? 
Is  there  a  recreational  relationship  with 
another  nursing  home,  school  or  agency? 
Are  there  planned  religious  programs? 
Is  voting  encouraged  (absentee  ballot)? 
Are  there  barbers  and  beauticians  available? 


Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

_Yes 

_No 

Yes 

No 

Yes 

No 
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Medical/Nursing  Home  #1  Home  #2 

Is  there  a  medical  director?  _Yes   _No       _Yes   _No 

Are  patients  involved  in  their  treatment 

planning?  _Yes   _No       _Yes   _No 

Is  a  private  physician  allowed?  _Yes   _No       _Yes   _No 

Does  the  staff  physician  examine  residents?  _Yes  _No       _Yes   _No 

Can  medicine  be  purchased  from  a  pharmacy  other 

than  the  one  the  nursing  home  does  business  with?  _Yes   _No       _Yes   _No 

Is  there  emergency  equipment  (oxygen,  etc.)?  _Yes   _No       _Yes   _No 

Does  the  nursing  home  have  a  contract  with  an 

ambulance  service?  _Yes   _No       _Yes   _No 

Does  the  nursing  home  have  a  transfer  agreement 

with  a  local  hospital?  _Yes   _No       _Yes   _No 

Is  next  of  kin  notified  immediately  when/if 

resident's  condition  changes?  _Yes   _No       _Yes   _No 

Are  other  medical  services  available  (dentists, 

podiatrists,  etc.)?  _Yes   _No       _Yes   _No 

Does  the  nursing  home  provide  transportation 

to  medical  services  if  needed?  _Yes   _No       _Yes   _No 

Is  there  restorative  physical  therapy?  _Yes   _No       _Yes   _No 

Is  there  an  isolation  room  and  bath  for  patients 
with  contagious  diseases?  _Yes   _No       _Yes   _No 
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Residents  Rights 
Personal  Freedom 


Home  #1  Home  #2 


Is  required  patient  rights  information  posted 

throughout  the  facility?  _Yes    _No  _Yes    _No 

Is  there  a  program  to  help  new  residents  adjust?  _Yes   _No  _Yes   _No 

Are  residents'  family  members  involved?  _Yes    _No  _Yes    _No 
Is  there  a  social  worker  available  to  help 

residents  and  families?  _Yes   _No  _Yes   _No 
Are  there  rooms  for  private  visits  with  family, 

friends,  attorney  or  social  worker?  _Yes    _No  _Yes    _No 
Is  there  a  public  telephone(s)  that  is  equipped 
for  the  hearing  impaired  and  is  wheelchair 

accessible  where  privacy  is  guaranted?  _Yes   _No  _Yes   _No 
Are  quarterly  accountings  provided  to  residents 

whose  funds  the  facility  manages?  _Yes   _No  _Yes   _No 
Are  statements  of  funds  available  to  resident 

and  family?  _Yes   _No  _Yes   _No 

Can  residents  wear  their  own  clothes?  _Yes   _No  _Yes   _No 

Is  there  a  residents'  council?  _Yes   _No  _Yes   _No 

Is  there  an  established  grievance  committee?  _Yes   _No  _Yes   _No 

Are  there  extensive  visiting  hours?  _Yes    _No  _Yes    _No 

Are  the  hours  posted?  _Yes   _No  _Yes   _No 

What  are  times  of  rising  and  sleeping?  R  S     R  S 

Is  the  admissions  contract  understandable 

and  acceptable?  _Yes    _No  _Yes   _No 

Are  there  extra  charges  for  anything?  •  _Yes    _No  _Yes   _No 

What  things? 
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S7 

Administrative  Home  #1  Home  #2 

Is  it  Medicaid  certified?  _Yes    _No        _Yes    _No 

Is  it  Medicare  certified?  _Yes    _No        _Yes    _No 

How  many  beds?  #1 #2 

Is  there  a  current  license  from  the  State 

Department  of  Public  Health?  _Yes   _No       _Yes   _No 

Does  the  nursing  home  belong  to  any  professional 

association?  _Yes    _No        _Yes    _No 

Is  there  a  licensed  administrator?  _Yes   _No       _Yes   _No 

Are  inspection  reports  available  for  review  in 

the  nursing  home?  _Yes    _No        _Yes    _No 

Does  there  seem  to  be  enough  nurses  and  aides 

to  provide  care?  _Yes   _No       _Yes   _No 

Does  the  nursing  home  use  a  lot  of  pool  or  temporary  staff?  _Yes   _No       _Yes   _No 

Attitudes  and  Atmosphere 

Is  the  general  atmosphere  warm  and  pleasant?  _Yes  _No  _Yes  _No 

Does  the  staff  show  interest  and  affection  for  residents?  _Yes  _No  _Yes  _No 

Is  attention  given  to  residents'  grooming?  _Yes  _No  _Yes  _No 

Are  residents  alert?  _Yes  _No  _Yes  _No 
Is  the  staff  courteous  and  respectful  to 

residents?  _Yes  _No  _Yes  _No 

Is  the  administrator  courteous  and  helpful?  _Yes  _No  _Yes  _No 

Does  the  administrator  know  the  residents?  _Yes  _No  _Yes  _No 
Is  the  administrator  available  to  answer 

questions  or  complaints?  _Yes  _No  _Yes  _No 
Does  the  staff  respond  quickly  to  patient 

calls?  Yes  No          Yes  No 


-42- 


PART  II :  COMMUNITY  SUPPORT  SERVICES 


A.  HOME  CARE  PROGRAM 

The  Home  Care  Program,  administered  by  the  Executive  Office  of  Elder 
Affairs,  offers  comprehensive  supportive  services  for  older  people  (age  60  and  over) 
who  need  assistance  to  remain  in  their  own  homes!  These  services  often  make  it 
possible  for  an  elder  to  recuperate  at  home  upon  discharge  from  a  hospital  and  can 
prevent  unnecessary  nursing  home  placement  by  enabling  an  elder  to  continue  living 
at  home.  In  addition,  through  its  Coordination  of  Care  Units,  Home  Care  Programs 
conduct  needs  assessments  for  nursing  facility  services,  pursuant  to  a  contract  with 
the  Medicaid  Office  of  the  Department  of  Public  Welfare.  The  primary  purpose  of 
the  assessment  is  to  develop  a  plan  of  care  which  will  meet  the  elder's  needs  in  the 
community.  Nursing  facility  placement  is  only  considered  if  the  elder's  needs 
cannot  be  met  in  the  community.  The  Coordination  of  Care  Unit  is  responsible  for 
determining  an  elder's  eligibility  for  nursing  facility  services  which  will  be 
reimbursed  by  Medicaid. 

The  Home  Care  Program  operates  state-wide  in  twenty-seven  service  areas. 
The  Executive  Office  of  Elder  Affairs  contracts  with  a  non-profit  agency  in  each 
area.  Home  Care  Case  Managers  conduct  in-home  assessments  of  an  elder's  needs, 
determine  eligibility  for  services,  develop  and  monitor  service  plans.  Actual 
services  are  delivered  by  local  provider  agencies  which  contract  with  the  Home 
Care  Corporation. 

Home  Care  Services  are  available  to  low  income  elders  on  a  voluntary 
donation  basis.  Others  receive  services  on  a  cost  sharing  basis. 

The  Home  Care  services  that  are  available  include: 

Homemaker:  Light  housework,  shopping,  laundry,  and  other  tasks  designed  to 
help  maintain  household  functioning. 

Personal  Care:  Personal  care  service  provides  assistance  to  those  who  need  help 
with  bathing,  dressing,  grooming,  using  the  bathroom,  walking,  transferring  from 
bed  to  chair,  and  eating.  Personal  care  is  an  extension  of  homemaker  services  and  is 
targeted  to  those  elders  with  diminished  capacity  for  self-care. 

Chore:  Light  chore  service,  heavy  chore  services,  and  minor  home  repair  designed 
to  make  the  home  more  habitable  and/or  prevent  environmental  defects. 

Companionship:  Companionship  and  supervision  for  lonely,  handicapped,  or 
isolated  elders. 

Emergency  Shelter:  Temporary  overnight  shelter  for  an  elder. 
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Home  Delivered  Meals:  Well-balanced  meals  delivered  to  maintain  optimal 
nutritional  and  health  status. 

Protective  Services:  Services  which  are  necessary  to  prevent  eliminate,  or  remedy 
the  effects  of  abuse  to  an  elderly  person. 

Social  Day  Care:  An  individualized  program  of  social  activity  for  elders  who 
require  daytime  supervision. 

Transportation:  Transportation  to  and  from  community  facilities,  for  medical 
appointments,  etc. 

Laundry:  Service  provided  by  a  commercial  laundry  company  designed  to  serve 
frail,  homebound  elders  who  have  no  other  means  of  having  laundry  cleaned. 


HOME  HEALTH  SERVICES: 

Nursing  Service,  home  health  aide  services  and,  under  certain  conditions, 
physical,  occupational  and  speech  therapy  are  available.  These  services  may  be 
arranged  by  Home  Care  Corporations  and  provided  by  Certified  Home  Health 
Agencies.  This  program  serves  those  clients  whose  needs  exceed  the  level  of  care 
provided  by  personal  care  service. 

RESPITE  CARE  PROGRAM 

The  Respite  Program  provides  temporary  assistance  to  primary  caregivers  of 
frail  elders  who  are  trying  to  cope  with  the  stress  and  strain  of  providing  on-going 
daily  care.  The  primary  goal  of  the  Respite  Care  Program  is  to  provide  relief  to  the 
primary  caregiver  while  ensuring  continued  quality  of  care  for  the  frail  elder  through 
the  use  of  Respite  Services.  Relief  may  be  provided  on  a  regular  basis,  or  by  a 
pre-arranged  plan  for  special  occasions,  or,  if  possible,  under  emergency 
circumstances.  The  Respite  Care  Services  that  may  be  available  to  eligible  frail 
elders  and  their  primary  caregivers  on  a  cost  sharing  basis  include:  Homemaker 
Service,  Companion,  Personal  Care,  Home  Health  Aide,  Social  Day  Care,  Adult 
Day  Health,  Nursing  Services,  Adult  Foster  Care,  and  short-term  institutional  care. 

For  more  information  about  all  Home  Care  Services  for  frail  elders,  call  the 
Executive  Office  of  Elder  Affairs  toll-free  hotline  1-800-882-2003  or  the  Home 
Care  Corporation  serving  your  area. 
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B.  ADULT  DAY  HEALTH  PROGRAM 

The  Adult  Day  Health  Program  administered  by  the  Department  of  Public 
Welfare  provides  comprehensive  health  and  social  services  in  a  structured  day  care 
setting  for  dependent  adults  (age  18  and  over)  who  require  skilled  services  and/or 
assistance  with  activities  of  daily  living  and  who  would  otherwise  be 
institutionalized. 

The  services  provided  in  these  settings  include  nursing  services,  restorative 
services,  maintenance  therapy,  personal  care  services,  nutrition  services,  counselling 
services,  emergency  services,  transportation  services,  and  individual  and  group 
activity  programs. 

Not  only  does  the  Adult  Day  Health  program  often  prevent  unnecessary 
long-term  nursing  home  placement,  it  also  provides  time  off  for  primary  care  givers 
of  frail  elders  as  a  Respite  Service  under  the  state  Home  Care  Program. 

For  more  specific  information  about  the  Adult  Day  Health  program,  call  the 
Department  of  Public  Welfare  (617)  348-5582. 


C.  COUNCILS  ON  AGING 

Councils  on  Aging  offer  a  variety  of  information,  outreach,  health, 
transportation,  social  and  other  services  to  seniors  in  the  community.  Their 
activities  are  offered  in  conjunction  with  state  and  regional  programs  to  ensure  that 
seniors  and  their  families  can  achieve  a  vigorous  sense  of  opportunity, 
independence,  dignity  and  growth  in  later  years.  For  information  regarding  these 
services,  call  your  city  or  town  hall  or  the  Council  on  Aging  itself. 


D.  CERTIFIED  HOME  HEALTH  AGENCIES 

Certified  Home  Health  Agencies  which  include  the  Visiting  Nurses 
Association  provides  a  wide  range  of  professional  health  services  to  clients  and 
families  in  the  home.  The  basic  services  include:  nursing,  occupational  therapy, 
physical  therapy,  speech  therapy,  medical  social  work,  nutrition  services  and  home 
health  aide  service.  Specialty  programs  such  as  hospice  care,  intravenous  therapy, 
maternal  child  health  and  respiratory  care  are  also  included.  In  general,  clients  need 
to  be  under  a  physician's  care,  have  a  medical  condition  which  requires  a  skilled 
professional  service  and  be  homebound  to  receive  covered  services.  For  more 
information  about  these  services,  consult  your  physician  or  local  telephone  directory 
listing  under  "Home  Health  Services." 
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PART  III:    APPENDICES 


APPENDIX  A 

OMBUDSMAN  PROGRAMS,  LEGAL  SERVICES  PROGRAMS 

AND  HOME  CARE  CORPORATIONS  WITH 

GEOGRAPHIC  SERVICE  AREAS 


-46- 


3 

o 
o 

Oh 
CO 

W 

u 

i 


oo  o 

U-i  oo 


§2 


>  j-  O  VD 
£    OQtN  On 


O 


woo 


GO 

g 

u 
O 

O 


o 

I 

CO 

jf 

00 

i 

o 

1 

o 

■a 

2 
o 

-D 

"C 
cd 


o 

o 

ex 
o 


2.*= 
"o  2 

■a* 

§ « 


0> 

> 

O 

Q 

c 
2 


b 

-a 

3 
CO 


g 


CO 


o     „ 


CA 

o 

2 

cd 

U 

O 

t-H 

u 

V 

»— 1 

i 

ed  vo 

o 

-£2 

1 

ffi 

CN 

c 

*e3 

CN 

o 

H 

CA 

S 

f^" 

o  u 
fflO 

l-H 

VO 

532 


PQ 


1^ 


i 

o 
o 

PC 

e- 
in 
u 
U 


I* 

w 

-! 

w 


o 
o 

PL, 

< 

o 
CO 

§ 

o 


C/3 


I 


CM 

o 

c 

re 


ffl 

I 


"5 

a. 
CO 

i 

c 

o 

■c 


4> 


O 

o 


W 


uo- 


w£2 


3 

X) 

M 

in 

c 
C 

o 

S 


o 
o 

Ph 
CO 

w 
u 


CO 

w 


~T3 
i— I    efl 

g>s 
1M 

O  "P 

-o  a 

s  g 

•^^  *v 

ed  -o 
«"§ 

c  ta 

a  "    . 

o  g  c 

«r*l    S3 

til 

£•02 

&<i 

~  CD 

T3    00*0 

5  2:3 
fe  _§  o 


c 
o 

£ 


c-3  00 

oo  J>  S^ 

cT-o  P 
2  o 

00^ 
<D 


00 

c 
IS 

Cfl 

C0 


3 
JO 

on 

o 


£ 

sf-C 

o  2P 
.S  ^ 


ed 


3 

-K2 


00 

•c 

o 

o 

t>  *~" ■  +■* 
a>   .^c/3 

PQ  w*—- 


ego" 


J3 
CO 


C/3 


W<*J 


00  o 

o  o 
*r>  oo 


00-J3 

2* 


2  Svo.ts 


E  £ 


CD 


C/> 


w  *~~j  r~*3  >> 

to    ed    3  o 

8>ffl  § 

CD    ed    ed  tt 


**   2   ro    r; 

*o  <u  >  o 


en 
CD 

==■2 

S3 

o     - 

C    e« 

i— l   oo 
— r  3 

1§ 

>  «5 

ed    00 

0)    3 

>  ^5 

O     e« 

2  g 

oo  3 

o.a 

4>  "73 

5- 

la 

CO    I^H 
5     If 

Hf 
•p  s 

b  -P 

m  >; 

ed    m 

■fil 

—    ci> 

ffl  ^ 

«-T  sf 

(U     CD 

o  ^ 

3  g  c 

eo  .tS    Q 

5  £   » 


■ 

On 

i 


u 


2 

O 
O 

ft- 

CO 

w 
U 

5 

w 

CO 

< 
o 

w 


2 

o 
o 

ft, 

CO 

Q 
& 

S 

o 


o 
o 


3 

.0 

"0 

.fi 

C/D 

d 

O 

*- 

va 

* 

"rt 

>1 

>-> 

<u 

O 

"5* 

cd 

in 

E 

0> 

2" 

Q 

"« 

ft< 

*§ 

rf 

v 

O 

<u 

1/3 

S 


C/3 


C/3 

"cd 


4)    O          N 

J-£*go£ 

•0   O   u  ^_h  en  *C 

i;  EL  *^  °  k.  tn 

3          00          V     » 

"S  E  -3  S  £  S 

O    *    C  ^  On  5 

•<-» 

X)  hJ    u^^^ 

■♦-> 
0 
0 

ex 
E 

cd 

Neigh 
Elder 
37Fri 
Lynn, 
(617) 
(800) 

£ 

C/D 

£0 


«  ON  o 


c 

O       C/j 

■g  "3 

G    3 

0)  X> 

co  a 

,_ 

uO 

0 

C/3    <u 

0> 

ON 

g    | 

0 

^K 

•<^ 

C/3 
CD 

< 

u-    00  <D 

2 

«    C£ 

•*-*  •  « 

c/3 

cd    W3 

61 

00 

J 

H  "2     C 


VO 


5 


O 

H 


(73 
Si 


vo  cx^ 


6 

-4— •         *" 

£w2 


2 
"c5 

60 

C 

a. 

C/3 

■*-» 

Crt 

CD 


JO 

"cd 

"a> 
00 

•5 

ex 
c/3 


Q 

B 

"cd 

CX 

n 

c 
o 

Cfl 

c 
o 

a 

o 

T3 
cd 
S 

§ 

00 

c 
o 

"3 

C 

"o 

c 
u 

•3 

a. 

£ 
cd 

$ 

O 

•3 

cd 

i 

00 

c 
o 

cd 

W 

ft 

"a3 

1  S 
■C  S 

mil 

Er§ 
cd  ">. 

&*§ 
<;  cd 


fc 

o 

hH 

H 

ZS 

O 

o 

Vi  O 

O 

ervice 
HESS 
eet 

u 

OO  s->i3 

w 

•a  d^ 

^^j 

•-*  c  -^ 

PS 

o  »q  d 

< 

O      „  ed 

2 

1th  & 
soriu 
Mer 

o 

ed    C    « 

<u  o  c 

K 

ffioo 

2 
u 


ro  Uh 


i 


d 

O 
O 


"o 

I 

1 

K 

T3 

O 
O 


o 


O 

S3 


o 
o 


2  &Q 

3  £ 

^  ed 


•If 

C     Oh 

13    « 

K2 

-  Si 
>,<d 

££ 

s  ° 

jsi 

g  3 

O  o 
w  c/d 

©  s 

^i 

s  ^ 

cd 

J3 
■*-» 

ed 

w 


£ 

ed 

3 
O 

§=f 

"So  & 

0)    cd 


«e 


tS  £ 

4>  ed 

•d  =S 

wj  O 

•*  & 

U  £ 

-  2 

o  ^     • 

^  (Zl  o 

■m*  £  t: 

2  o  o 

£  O  *T3 

c 

o 
H 


o 

d 

1— ( 

«" 

O 

t-, 

rr 

cd 

*o  o 

0) 

cd 

o 

o 

, 

*T3 

* 

CN 

o 

53 

g 

s 

o 

Cfl 

S 

^ 

1 

00 

i 

ed 

>, 

fi 

en 

VO 

1/1 
0) 

"cd 
> 

o 
"o 

o 
o 

£ 

^d- 

K 

^ 

00 

CO 

U 

cd 

• 

^ 

T3 

d 

£ 

cd 

CJ 

>. 

5/2            ^ 

.5- 

o 

ed               ^ 
00^         O 

cu    o  •>->  i— i 

cd 

o 

ON 

JS 

»1     O     Ih> 

cN 

o 

O 

c«    Ui  *j  <er 

CN  ^^ 

^^^ 

VO 

1 

ON 

5Z1 

r-    cd    o    u 

VO 

o 

c«    U  {/)  .g 

en 

o" 

^ 

«*o        o 

1-H 

o 

3 

^Sinffi 

Tf 

00 

u 

o 

"o 

X> 

c 

cd 
(S 

u 

Q- 
O 

»r> 

o 

w              ^J 

2 

C                 00 

O 

«  £      6 

c 

J-   cd        Tf 

^ 

cd   v->  na  o 
O   &0  cd  S 

o 

t-   o  o  o 

T3  Ph  K  ^ 

o 

1— H 

<u 

CN 

o 

X 

2  c3j 

o 

as 

i 

00 

CO 

CN 

i 

CN 

S 

cd    en    >v  4> 

m 

VO 

WestM 
Ombud 

4  Valle 
Holyok 

uo 

o 
o 

c/i 
C 

o 

tJ- 

oo 

H 

IT) 


fc 

o 

NH 

H 

. 

2 

o 

O 

u 

£ 

ed 

rn 

O 
00 

o 

u 

u 

0) 

s 

CU 

O 

r^ 

3 

<  t- 

jrj 

o 

c 

>  *"* 

~" 

X 

CU 

a 
cd 

3 

c    ■ 
o  <^ 

w 

CU 

"S)(N 

§ 

o 

.1 

3 

H 

IS 

2 

o 
o 

u 

— 

> 

w 
en 

< 

w 


2 

o 
o 

< 

§ 

en 

Q 
& 

P3 


£  ooSts 
cd   <u   cu  m 

U  hJ  C/D  Tl- 


is 

ed  vo 


03    O 


1 

•4-> 

1 
I 

C 

o 


m_2 


s? 

1 


e 


o 

CD 

u- 
CU 

CM 

ed 
o 

d 

ed 

3  .S 

9  £ 

+->    cd 
S    If 

<u  .fa 

c  fa 

cd   o> 

SP-s 

3  i 

°   > 

Uh   o 
„H 

2| 

.fa    CD 

-  fa 

C     CD 

OH 

o  d5 

na  c 

^^   ■  p«n 

E.     i) 

IJ3    -^ 

«  >; 

^  cu 

CU  .fa 

I  8 

<  c 

S  cu 

ed      ^ 

e  s 

3    CU 

e/i    CU 
<  Ph 


o 

c 


CD 


Crt 

c 

o 
H 


cu 

en 
O 

Ui 

as 


CU 


cd 
CU 

cu 

1 

s 

cu 

T3 
"cd 

a 


cu 

CU 

£  ^3 
cu  «C 
>   cu 

c  -* 
ed    ed 

CA 

I 
o 

H 


i 
i 


2 

w 


oo  o  jo 
mo  J 
co  r-  £} 

t-i.  vo  cs 

as  oo  "* 

oo  oo  O 

°  °  9 
u->  m  po 


O 
C/3 


r-H     O 

iff)      M 


CO 

CO 


00  O 

o  o 
in  oo 


5j 


o 

U  O 


CO 


co 

c/3 


^Wf> 


VO  00 


s 

■a 

C 

CO 


CO 

a, 

o 

H 

tl 
O 
a, 

eu 

■+-> 

CO 

CD 

xs 

e 
«$ 


J3 
O 

CO 

Oh 

t-H 

C 
O 


ccj 

K 

<D 

o 

o 

5 

CO 
CO 

w 


I 


CD 


5  IS 
H  M  m 

*n   CO  W 

01).  — 

o  rt  w 

hJ  Q  Oh 


cu 

a 

o 

C/3 

^1- 

tN 

<U 

O 

00 

T3 

<£  r~~ 

•c 

^  o 

Xj 

*3  vo 

a 

~cN 

cd 

-^  00 

CJ 

fc  vo 

co' 

4)  ^-^ 

C 

Som 
(617 

o 
H 

85 

O 

. 

— 

o 

H 

c 

l-H 

£ 

ta 

cu 

o 

o 

Servic 
184 

u 

f-rQ 

~   i-        ts 

2 

^"^S 

< 

2  <u  2  ^ 

u 

e-'S  -on 

_fi    C    CU  S£ 

§ 

O 

x 

South  S 
639  Gra 
Braintre 
(617)74 

2 

o 

co 

w 
U 


w 
go 

O 

w 


2E 

O 
O 
OS 

ft. 


CO 

O 


o  o 

ON    -« 

r-*  on 

on  m 

en  oo 
oo  Ti- 
en oo 


3 
O 


*3 

C 
ed 

cu 

■*-» 
cd 

3 

■«-» 

'5 

CO 

xf 
"o 

"13 

C 
ed 

& 

o 

C 

'3 

a 


eu 

I 

o 

c 

o 


3 

X 

o 
o 


o 

X 

B 

ed 

X! 
00 

c 


cu 

CO 

co 

ed 

JC 

o 
U 

CD 
CD 

t-i 

■*J 
C 

'cd 
PQ 


VO   NO 


o 

c 

l-H 

8f  » 

o  _fi 

ervi 
uildi 

O 

r^ 

^PQ 

«/■> 

•h   _* 

0)  -C 

CU 

o  o  o 

"3    2 

CU 

^«  "£  ^ 

r^  c 

V- 

•<  VO  vo 

W    cd 

■i—i 
CO 

gvOvo 

.£ 

On  vo 

uT^r  oo 

■Val 
chai 

ed 

2 

«   ON   CS 

Crt    /— N/— > 

X)  oo  o 

■C    ed 

woo 

>  Jf>  00 

00  o 

o  o 

W>  00 


CA 

o 


CU 

ed 

La 

CO 

00 

Ih 

o 

■*— • 

CU 

u- 

CU 

•3 

Ch 

CU 

1— 

w 

C 
ed 

CO 

>> 
cu 

£ 

c 

CA 

*  "™ * 

"ed 
> 

T3 

3 
X 

cd 

HO 

cN 

•3 

C 
,  cd 


.o  S 

—    tfi 

\a  x 

d  ^ 
•§  g 

IS 

«*  R 
>    60 

CU   ^ 

"ed    C 
T3    O 

85 

C !    P 


ca 


3 
CO 


3 
00  00  Q 


ft    go 

CU  X) 

S  I 
8* 

PQ  £ 

M   c 

ed    cu 

CU     CU 

X 
„JS 

t/i   ■*-> 
ed    3 

"So  ° 

3°  CO 

ii 


5  ■« 


2 

CU 

<3 


O 
O 


S  PQ 

O 

o 

PQ 

o 

CU 

z 

c 

CU 

o 

00 
•3 

^ 

•c 

o 

X 

jd 

43 

12 

PQ  "C 
•  ° 

CU 

S 

o 

ed 

a 

o 

Jq 

cu 

u- 

00 

1 

PQ 

4-> 

^^M 

,,    . 

on 

*a3 

PQ 

1 

CU 

ia 

O 

H 

\ 


APPENDIX  B 
MEDICAID  INFORMATION 
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Division  of  Medical  Assistance 


Dear  Applicant: 

Attached  is  your  long-term-care  application  package.  This  package  contains: 

•  a  brochure,  called  "Accessing  MassHealth—A  Guide  to  the  Division  of  Medical  Assistance 
Long-Term-Care  Program, "  that  provides  an  overview  of  the  Medical  Assistance  eligibility 
requirements  for  the  long-term-care  program,  and  your  rights  and  responsibilities; 

•  a  long-term-care  application; 

•  a  release  form  that  allows  the  Division  to  appeal  Medicare  claims  denials;  and 

•  Internal  Revenue  Form  4506  (attached  for  your  convenience  to  request  copies  of  your 
last  three  years  of  federal  income  tax  returns,  if  you  filed  and  did  not  retain  copies). 

The  application  is  used  to  determine  your  financial  eligibility  for  Medical  Assistance  if  you 
reside  in  a  medical  institution  (such  as  a  nursing  facility,  a  chronic  disease  or  rehabilitation 
hospital,  or  an  acute  hospital  while  receiving  a  level  of  care  equivalent  to  nursing-facility 
service)  or  you  are  at  home  awaiting  long-term-care  placement.  You  should  read  the  long- 
term-care  brochure  carefully  before  completing  the  application.  If  both  you  and  your  spouse 
are  applying  for  Medical  Assistance,  complete  only  one  application.  If  you  are  unable  to 
complete  the  application,  you  may  have  someone  apply  on  your  behalf  or  help  you  complete 
the  form. 

You  should  answer  all  the  questions  on  the  application  and  submit  as  many  of  the 
verifications  as  you  can  with  the  application.  Verifications  are  proofs  that  you  must  submit 
to  substantiate  the  information  you  provide  on  the  application.  The  following  list  is  a 
summary  of  the  verifications  you  must  submit: 

•  Verification  of  Citizenship— birth  certificate,  alien  registration  card,  or  naturalization 
papers; 

•  Verification  of  Disability— documentation  of  disability  if  under  age  65; 

•  Verification  of  Income— copy  of  social  security  check,  pension  check  stub,  or  pay  stub 
from  employment;  and 

•  Verification  of  Assets— bank  statements,  cash-surrender  value  of  life  insurance  policies, 
stocks,  bonds,  certificates  of  deposit,  individual  retirement  accounts,  etc. 

When  we  receive  your  dated  and  signed  application,  we  will  review  it  and  contact  you  in 
writing  with  a  specific  checklist  of  further  verifications  that  you  must  submit  based  on  your 
circumstances.  When  we  have  all  the  information  requested,  a  determination  of  your 
eligibility  will  be  made  and  you  will  receive  a  written  notice  of  our  decision 


MA/LTC-l(Rev.  05/%) 
(05-145-0596-80) 

Commonwealth  of  Massachusetts  •  Executive  Office  of  Health  and  Human  Services 


ACCESSING  MASSHEALTH 


WHAT  IS  THE  MASSACHUSETTS  MEDICAL  ASSISTANCE  PROGRAM? 

The  Massachusetts  Medical  Assistance  Program  (MA)  is  a  program  funded  by  both  the  state  and 
federal  governments  and  administered  by  the  Division  of  Medical  Assistance.    The  Division  pays 
medical  bills  for  Massachusetts  individuals  and  families  who  meet  the  eligibility  requirements  and 
who  cannot  otherwise  afford  health  care.  The  following  questions  and  answers  are  specific  to 
long-term  care. 

WHAT  IS  LONG-TERM  CARE? 

Long-term  care,  the  most  costly  component  of  the  Medical  Assistance  program,  pays  for  nursing 
and  other  medical  services  for  financially  eligible  individuals  residing  in  medical  institutions  such 
as: 

•  nursing  facilities; 

•  chronic  disease  and  rehabilitation  hospitals; 

•  state  hospitals  and  state  schools  specifically  designated  as  long-term-care  facilities;  and 

•  community  intermediate-care  facilities  for  the  mentally  retarded. 

WHO  IS  ELIGIBLE  FOR  LONG-TERM  CARE? 

To  be  eligible,  an  individual  with  medical  and  financial  needs  must  be  aged  65  or  over  or  disabled 
under  the  guidelines  of  the  Social  Security  Administration's  Standards  of  Disability.   Before  the 
Division  pays  for  nursing  facility  services,  an  applicant  must  be  screened  to  determine,  based  on 
clinical  criteria,  that  a  need  for  skilled-nursing  care  exists  and  that  the  need  cannot  be  met  in  the 
community.  The  screenings  are  conducted  by  either  the  home  care  corporation  or  the  delegated 
hospital  staff.   Services  provided  by  chronic  disease  and  rehabilitation  hospitals  and  other 
institutions  are  also  subject  to  screening. 

HOW  AND  WHERE  DO  I  APPLY  FOR  LONG-TERM  CARE? 

The  three  MassHealth  Enrollment  Centers  in  the  Commonwealth  of  Massachusetts  are  in 
Charlestown,  Taunton,  and  Springfield.  Their  addresses  and  telephone  numbers  are  as  follows: 


Office 


Telephone  No. 


Fax  No. 


Charlestown 
The  Schraffts  Center 
529  Main  St. 
Charlestown,  MA  02129 

Springfield 
31 1  State  St. 
Springfield,  MA  01105 

Taunton 

21 A  Spring  St. 

P.O.  Box  711 

Taunton,  MA  02780-0711 


1-800-322-1448 
(617)  248-4200 
TTY:    1-800-608-3300 


1-800-332-5545 
(413)  785-4100 
TTY:    1-800-596-1276 

1-800-242-1340 
(508)  828-4600 
TTY:   1-800-596-1272 


(617)  248-4267 


(413)  785-4180 


(508)  828-461 1 


You  may  request  that  an  application  be  mailed  to  you  by  telephoning  or  writing  to  the  appropriate 
enrollment  center,  or  by  telephoning  the  MassHealth  Customer  Service  Center  at  1-800-841- 
2900. 

To  apply,  you  must  complete  a  Medical  Assistance  long-term-care  application  and  submit 
verifications  of  the  information  you  provide.   If  you  are  unable  to  complete  the  application,  you 
may  designate  someone  to  complete  it  for  you.  This  individual  will  be  known  as  your  authorized 
representative  and  must  be  sufficiently  familiar  with  your  circumstances  to  accept  legal 
responsibility  for  the  statements  made.  If  you  have  a  legally  responsible  representative,  such  as 
a  guardian  or  conservator,  his  or  her  written  authorization  to  act  on  your  behalf  must  be  submitted 
with  the  application.  The  authorized  representative  or  the  legally  responsible  representative  must 
sign  the  application. 

DO  I  HAVE  TO  PROVIDE  MY  SOCIAL  SECURITY  NUMBER? 

Yes,  you  must  provide  your  social  security  number  (SSN)  or  verify  that  you  have  applied  for  one  if 
you  do  not  have  one.   If  you  do  not  have  an  SSN,  your  eligibility  determination  will  not  be  delayed 
or  denied  while  you  are  applying  for  one.  The  Income  and  Eligibility  Verification  System  (IEVS), 
provisions  of  Public  Law  98-369,  and  the  Privacy  Act  of  1974  require  the  Division  to  tell  you  how 
your  social  security  number  is  used.  Your  SSN  becomes  part  of  the  MA  identification  number 
used  to  keep  track  of  the  information  in  your  case.   Medical  Assistance  providers  also  use  this 
number  to  bill  for  services  provided  to  you. 

The  Division  has  the  authority  to  match  your  SSN  with  the  files  of  certain  agencies  for  the 
purposes  of  verifying  your  eligibility  and  detecting  fraud  and  duplicate  payments.  These  agencies 
include,  but  are  not  limited  to,  the  Internal  Revenue  Service,  the  Social  Security  Administration, 
the  Treasury  Department,  state  banking  institutions,  and  the  following  state  agencies: 


Department  of  Transitional  Assistance; 
Registry  of  Motor  Vehicles; 
Department  of  Revenue; 
Veteran's  Administration; 
Department  of  Personnel  Administration; 
Bureau  of  Special  Investigations; 
Registry  of  Deeds;  and 
Department  of  Industrial  Accidents. 


HOW  MUCH  CAN  I  HAVE  IN  ASSETS  AND  STILL  BE  ELIGIBLE  FOR  MEDICAL 
ASSISTANCE? 

You  are  allowed  to  have  combined  countable  assets  totalling  $2,000  for  an  individual  or  $3,000 
for  a  couple  residing  in  the  community.  If  a  member  of  a  married  couple  enters  a  medical 
institution  and  is  expected  to  remain  institutionalized  for  more  than  30  days,  the  Division  will 
assess  the  total  combined  assets  of  the  couple  (even  if  the  assets  are  held  individually)  as  of  the 
date  of  admission  to  the  facility.  The  community  spouse  is  allowed  to  keep  one-half  of  the  total 
combined  assets,  but  not  more  than  $76,740.  However,  the  applicant  or  spouse  has  the  right  to 
appeal  and  request  an  adjustment  to  the  asset  allowance. 
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If  the  couple's  total  combined  assets  are  less  than  $30,696,  the  community  spouse  may  keep 
$1 5,348.  These  amounts,  referred  to  as  the  spousal  share,  are  effective  as  of  January  1 ,  1 996, 
and  are  subject  to  a  cost-of-living  adjustment  every  January. 

ARE  THERE  ANY  ASSETS  THAT  ARE  NOT  COUNTED  IN  AN  ELIGIBILITY  DETERMINATION 
FOR  MEDICAL  ASSISTANCE? 

The  Division  does  not  count  certain  assets,  such  as,  but  not  limited  to,  the  following: 

•  certain  household  goods  and  personal  Items; 

•  one  car  for  the  spouse  remaining  in  the  community; 

•  the  first  $4,500  of  equity  value  of  a  car  belonging  to  an  unmarried  resident  of  a  facility 
providing  long-term-care  services; 

•  the  individual's  home  under  certain  conditions,  as  explained  in  Question  8; 

•  burial  plots; 

•  one  of  the  following: 

-  a  separate,  identifiable  amount  not  to  exceed  $1 ,500  expressly  reserved  for  funeral  and 
burial  expenses;  or 

-  life  insurance  policies  designated  exclusively  for  funeral  and  burial  expenses  with 
combined  face  values  of  $1 ,500  or  less;  and 

•  an  irrevocable  burial  trust,  established  by  an  individual,  for  future  payment  of  funeral  and 
burial  expenses,  not  to  exceed  $8,000,  or  an  irrevocable  burial  contract.  The  contract  must 
provide  that  any  unused  services  will  result  in  a  refund  to  your  estate. 


8.        IS  MY  HOME  A  COUNTABLE  ASSET? 

The  home,  if  located  in  Massachusetts  and  used  as  the  principal  place  of  residence,  is  a 
noncountable  asset.   If  an  individual  moves  out  of  his  or  her  home  to  reside  in  a  medical 
institution,  the  Division  considers  the  former  home  a  countable  asset  because  it  is  no  longer  the 
individual's  principal  place  of  residence. 

However,  there  are  exceptions.  Your  home  is  not  countable  if  you  have  moved  to  a  medical 
institution  and: 

•  your  spouse  lives  in  the  home  or  certain  other  relatives  who  meet  specific  criteria  in 
accordance  with  regulations  live  in  the  home; 

•  you  have  long-term-care  insurance  that  meets  certain  requirements  of  the  regulations  of  the 
Division  of  Insurance; 

•  you  have  rental  income;  or 

•  you  intend  to  return  home. 

If  none  of  these  exceptions  applies  to  you,  the  value  of  the  home  is  counted  but  you  will  be 
allowed  nine  months  to  sell  the  property  (in  certain  circumstances,  you  will  be  allowed  even  more 
time). 
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9.  WHAT  HAPPENS  IF  MY  SPOUSE  OR  I  GIVE  AWAY  OR  TRANSFER  ASSETS,  INCLUDING 
PROPERTY? 

If  either  you  or  your  spouse  gave  away  or  transferred  an  asset  for  which  you  did  not  receive  fair 
market  value  during  any  period  of  time  up  to  36  months  (or  60  months  for  certain  trusts)  prior  to 
the  date  that  you  first  applied  for  Medical  Assistance  or  the  date  that  you  entered  an  institution, 
whichever  is  later,  you  may  be  ineligible  for  MA  for  payment  of  nursing-facility  services  (or  an 
equivalent  level  of  care)  for  a  period  of  time  based  on  the  total  value  of  the  transferred  asset. 

The  transfer  regulation  applies  to  any  assets  owned  by  you  or  your  spouse  that  are  transferred  to 
anyone  other  than  your  spouse.  The  transfer  regulation  also  includes  property  used  as  your 
home.  However,  you  may  transfer  your  home  to  certain  relatives  in  compliance  with  MA 
regulations. 

If  you  received  Medical  Assistance  and  you  transferred  property  for  less  than  fair-market  value, 
the  Division  reserves  the  right  to  file  an  action  under  the  Uniform  Fraudulent  Conveyance  Act. 
Under  the  Act,  the  Division,  as  a  creditor  of  your  probate  estate,  may  request  that  the  court  set 
aside  the  transfer.  If  the  court  approves  the  Division's  request  and  sets  aside  the  transfer,  then 
the  property  is  returned  to  you  or  to  your  probate  estate  and  is  subject  to  recovery.  See  Question 
14  on  estate  recovery  for  more  information  regarding  the  Division's  rights  to  estate  recovery. 

10.  WILL  A  LIEN  BE  PLACED  ON  MY  PROPERTY,  INCLUDING  MY  FORMER  HOME? 

The  Division  will  place  a  lien  on  any  property  in  which  you  have  an  ownership  interest,  unless  the 
property  is  your  former  home  and  one  of  the  following  individuals  is  residing  on  the  property: 
your  spouse;  a  sibling  with  an  equity  interest  who  has  lived  there  for  at  least  one  year  prior  to 
your  being  institutionalized;  or  a  permanently  and  totally  disabled  child,  a  blind  child,  or  a  child 
under  the  age  of  21 .  A  lien  is  placed  only  after  the  Division  determines  that  it  is  not  likely  that 
you  will  return  home  and  the  Division  sends  notice  that  it  intends  to  place  a  lien.  If  you  are 
discharged  from  the  facility  and  return  home,  the  Division  will  dissolve  its  lien.  If  you  sell  the 
property  during  your  lifetime,  the  Division  will  recover  from  your  proceeds  all  medical  assistance 
paid  for  services  after  4/1/95.  Any  remaining  proceeds  will  be  used  in  determining  your  continued 
eligibility. 

11.  WHAT  IF  MY  ASSETS  ARE  OVER  THE  LIMIT? 

You  will  not  receive  Medical  Assistance  until  your  assets  are  reduced  to  the  limits  described  in 
Question  6. 

When  reducing  your  assets,  you  cannot  give  away  or  transfer  assets  for  less  than  fair-market 
value  without  violating  the  transfer-of-assets  provision.  There  are  circumstances  in  which  Medical 
Assistance  will  pay  for  medical  expenses  incurred  in  the  three-month  period  prior  to  your 
application,  even  if  your  assets  are  over  the  limit.  You  should  discuss  the  reduction  of  your 
assets  with  your  MassHealth  eligibility  worker. 


12.  HOW  DOES  MEDICAL  ASSISTANCE  VIEW  MY  INCOME  WHILE  I  AM  RESIDING  IN  THE 
COMMUNITY  AWAITING  LONG-TERM-CARE  PLACEMENT? 

There  are  income  standards  established  by  law  to  determine  financial  eligibility.  The  income 
standards  are  different  for  an  individual  or  couple  residing  in  the  community  than  for  an  individual 
or  member  of  a  couple  residing  in  a  facility  providing  long-term-care  services.   (Question  13 
explains  the  income  liability  of  a  long-term-care  applicant  or  recipient.) 

If  your  income  is  equal  to  or  lower  than  the  community  standard  and  you  have  met  the  asset  and 
other  eligibility  requirements,  you  are  eligible  for  Medical  Assistance  coverage  of  community- 
based  services. 

If  your  monthly  income  exceeds  the  community  income  standard,  the  excess  income  is 
considered  your  monthly  liability  for  medical  costs.  The  Division  multiplies  the  monthly  excess  by 
six  because  your  excess  is  based  on  a  six-month  period.  This  amount  is  called  your  deductible. 
If  you  have  medical  bills  that  are  not  fully  covered  by  other  medical  insurance  and  that  equal  or 
exceed  the  amount  of  your  deductible,  you  may  be  eligible  for  Medical  Assistance.   However,  you 
must  prove  to  your  MassHealth  eligibility  worker  that  you  have  incurred  medical  expenses. 

13.  WHAT  PORTION  OF  MY  INCOME  WILL  I  CONTRIBUTE  TO  MY  CARE  IN  THE  FACILITY 
ONCE  I  AM  APPROVED? 

You  are  required  to  contribute  your  income  to  the  facility  with  the  exception  of  certain  allowable 
income  deductions  on  a  monthly  basis.  This  contribution  is  your  patient-paid  amount  (your 
spouse  residing  in  the  community  is  not  required  to  contribute  to  the  cost  of  your  care).  The 
allowed  income  deductions  are  as  follows: 

•  a  personal  needs  allowance  -  the  amount  (currently  $60,  as  established  by  state  and 
federal  law)  that  an  individual  is  allowed  to  retain  for  personal  expenses  such  as  clothing, 
haircuts,  and  activities  of  a  personal  and  recreational  nature; 

•  a  spousal  maintenance  needs  allowance  -  a  deduction  for  the  living  expenses  of  the 
community  spouse  based  on  financial  need  (the  allowance  is  determined  according  to  a 
federally  mandated  standard  of  need  as  well  as  actual  shelter  expenses); 

•  a  family  maintenance  needs  allowance  -  a  deduction  to  provide  for  the  maintenance 
needs  of  certain  family  members  who  reside  with  your  spouse  in  the  community; 

•  a  home  maintenance  allowance  -  a  deduction  allowed  to  maintain  your  home  if  you  are 
single  and  a  medical  determination  has  been  made  that  you  are  expected  to  return  home 
within  six  months;  and 

•  a  medical  expense  allowance  -  a  deduction  allowed  for  health  insurance  premiums  and 
certain  other  incurred  medical  expenses  not  payable  by  a  third  party. 

14.  WILL  THE  DIVISION  MAKE  A  CLAIM  AGAINST  MY  ESTATE? 

After  you  die,  the  Division  may  make  a  claim  against  your  probate  estate.  The  Division's  claim 
will  generally  include  the  following:  (1)  all  medical  assistance  provided  after  your  65th  birthday; 
(2)  all  medical  assistance  provided  after  October  1,  1993,  for  services  provided  between  your 
55th  and  65th  birthdays;  and  (3)  if  you  were  permanently  institutionalized,  with  no  reasonable 
expectation  to  return  home,  all  payments  made  on  or  after  March  22,  1991,  while  you  were 
institutionalized,  regardless  of  your  age. 


-5- 


Generally,  no  claim  will  be  made  for  repayment  if  you  had  long-term-care  insurance.   If  you  have 
a  surviving  spouse,  or  a  child  who  is  blind,  permanently  and  totally  disabled,  or  under  21,  the 
Division's  right  to  be  reimbursed  is  delayed.  To  prevent  undue  hardship,  the  Division  may  also 
permit  repayment  to  be  delayed  if  no  one  is  forcing  a  sale  of  the  property  and  the  property  is  left 
to  someone  who  is  living  in  the  property  and  had  been  living  there  for  at  least  one  year  prior  to 
your  becoming  eligible  for  assistance. 

15.  WHAT  SERVICES  ARE  COVERED? 

Medical  Assistance,  as  the  payor  of  last  resort,  pays  for  most  medically  necessary  services,  such 
as  those  provided  by  physicians,  hospitals,  clinics,  nursing  facilities,  medical  equipment  suppliers, 
and  therapists.  Also  included  are  X  rays,  medications,  dental  services,  and  eyeglasses.  Some  of 
the  above  services  may  require  prior  authorization. 

16.  HOW  IS  MEDICARE  DIFFERENT  FROM  THE  MEDICAL  ASSISTANCE  PROGRAM? 

The  Medicare  program  is  a  federal  health-insurance  program  for  individuals  65  years  of  age  or 
older  and  for  certain  disabled  individuals.  The  Social  Security  Administration  provides  information 
about  the  program  and  enrollment  services.  Because  eligibility  for  Medicare  is  not  based  on 
need,  there  are  no  income  or  asset  requirements.  Each  individual  is  required  to  pay  deductibles, 
other  costs  known  as  coinsurance,  and  a  premium  if  he  or  she  wishes  to  purchase  the  medical- 
insurance  component  of  Medicare.  Unlike  Medicare,  Medical  Assistance  is  designed  to  help 
those  with  low  income  and  little  or  no  resources.  Medical  Assistance  is  funded  by  both  the 
federal  and  state  governments  and  administered  by  the  state.  Medical  Assistance  will  cover  the 
balance  of  most  costs  not  paid  by  Medicare  for  eligible  individuals. 

17.  WILL  MEDICAL  ASSISTANCE  PAY  MY  MEDICARE  PREMIUMS? 

The  Division  may  pay  your  Medicare  premiums  and,  in  some  circumstances,  your  Medicare 
coinsurance  and  deductibles  if  you  meet  certain  income  and  asset  guidelines.  The  determination 
will  be  made  automatically  when  tne  application  is  processed.  If  you  are  eligible,  your  patient- 
paid  amount  will  increase  because  your  Medicare  premium  will  no  longer  be  deducted  from  your 
social  security  check. 

18.  WHAT  ARE  MY  RIGHTS? 

You  have  the  right  to: 

•  apply  and  receive  a  written  decision  within  time  standards  permitted  by  state  and  federal 
law  (45  days  or  90  days  for  applications  made  on  the  basis  of  a  disability); 

•  receive  a  written  notice  of  any  proposed  adverse  action  affecting  your  Medical  Assistance 
eligibility; 

•  appeal  within  30  days  of  receiving  any  written  notice  of  any  action  by  the  Division; 

•  receive  fair  treatment;  the  Division  cannot  discriminate  against  you  because  of  race,  color, 
sex,  age,  handicap,  or  country  of  origin,  sexual  orientation,  religion,  or  creed; 

•  receive  confidential  treatment;  and 

•  receive  interpreter  services,  and/or  assistance  in  translating  any  Division  form  or  notice. 


19.  WHAT  ARE  MY  RESPONSIBILITIES? 

You  must: 

•  cooperate  in  the  determination  of  your  eligibility; 

•  answer  all  questions  truthfully; 

•  provide  all  required  verifications; 

•  report  any  changes  in  your  circumstances  within  10  days.  (These  include  changes  in 
income,  assets,  health-insurance  coverage,  and/or  living  arrangements  as  well  as  the 
transfer,  sale,  or  receipt  of  any  money  or  real  estate); 

•  inform  your  MassHealth  eligibility  worker  when  you  or  your  spouse  is  involved  in  an 
accident  and/or  file  a  claim  or  receive  any  money  as  the  result  of  any  accident; 

•  cooperate  with  federal  and  state  personnel  if  your  case  is  selected  for  an  eligibility  review; 
and 

•  identify  and  provide  information  to  help  pursue  any  third  party  who  may  be  legally  obligated 
to  pay  for  care  and  services  for  you  or  for  a  person  on  whose  behalf  you  are  applying. 

20.  IS  THERE  ANYTHING  ELSE  I  SHOULD  KNOW? 

If  you  do  not  cooperate  in  fulfilling  your  responsibilities,  assistance  may  be  denied  or  terminated. 
If  you,  or  anyone  acting  on  your  behalf,  willfully  misrepresent  information  provided  in  relation  to 
your  application  that  results  in  the  receipt  of  Medical  Assistance  to  which  you  are  not  entitled,  you 
or  your  representative  may  be  fined  up  to  $10,000,  imprisoned,  or  both. 

If  the  Division  of  Medical  Assistance  denies  your  eligibility  and  later  determines  that  the  denial 
was  a  mistake,  the  Division  will,  in  some  circumstances,  reimburse  you  for  the  medical  bills  you 
paid  until  it  corrects  its  mistake.  Ask  for  assistance  from  a  MassHealth  Enrollment  Center. 

If  you  have  to  pay  for  medical  services  during  the  time  that  you  are  eligible  for  Medical 
Assistance,  but  have  not  been  informed  of  your  eligibility  in  writing,  then  the  provider  must 
reimburse  you  for  medical  bills  you  paid  during  this  time  and  must  bill  the  Division.  The  provider 
must  accept  the  Division's  payment  of  these  bills  as  payment  in  full. 


The  information  contained  in  this  pamphlet  represents  your  rights  and  responsibilities  under  laws  in 
effect  as  of  February  1,  1996,  and  is  subject  to  change. 
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Accessing  MassHealth 


Charlestown 


Springfield 


A  Guide  to  the 

Division  of  Medical  Assistance 

Long-Term-Care  Program 


MA/LTC-l  (Rev.  05/96) 
05-145-0596-80 


£^ 


a  m  /J  Division  of  Medical  Assistance 


LONG-TERM-CARE  APPLICATION 
Instructions  for  Completing  this  Form 


FOR  DIVISION  USE  ONLY 

AjppIicatiQn  I  J)..:  ^^'M^1^'^^ 
Date  Stamp; 

Interpreter  Code: :-  ■■^r-r^-o-  v ■::••■:'■■■ 
Origination  Site  #:        :-  •." 


Answer  all  questions  completely  and  check  all  appropriate  boxes  on  this  form.  If  a  question  does  not  apply  to  you, 
write  "none"  or  "N/A."  Both  you  and  your  spouse  must  sign  this  form  in  Section  XII.  If  both  you  and  your 
spouse  are  applying  for  medical  assistance,  you  only  have  to  complete  one  form.  You  must  provide  verification 
of  all  information  you  give  us. 


I.   APPLICANT  INFORMATION 


Last  Name                     First  Name                                  Ml 

Telephone  Number 

Marital  Status 

Residence 

( 

) 

d  Single        D  Married 
d  Separated  □  Widowed 
D  Divorced 

D  Rent 
D  Own 

Home  Address  of  Applicant 

City 

State 

ZIP 

Mailing  Address  (if  different  from  home  address) 

City 

State 

ZIP 

Social  Security  Number 

Date  of 
Birth 

Race 

(Optional) 

Sex 

Please  •if 
Blind/Disabled 

Primary  Language 
of  Household 

US.  Citizen/ 
Legal  Alien?* 

/        / 

DM 
DF 

D  Blind 
D  Disabled 

DYes 
DNo 

Name/Address  of  Hospital,  Nursing  Facility, 

or  Other  Institution 

Date  Admitted 

/         / 

II.  SPOUSE  INFORMATION 


Last  Name              First  Name 

Ml 

Telephone  Number 

Home  Address  (if  different  from  your  address) 

(        ) 

Social  Security  Number 

Date  of 
Birth 

Race 

(Optional) 

Sex 

Please  Sit 
Blind/Disabled 

U.S.  Citizen/ 
Legal  Alien?* 

Is  Your  Spouse  Applying 
for  Medical  Assistance? 

/        / 

DM 
DF 

D  Blind 
d  Disabled 

DYes 
DNo 

D  Yes      D  No 

*  If  you  are  a  legally  admitted  alien,  we  will  require  verification  of  your  alien  registration  or  admission  number. 

If  you  are  neither  a  U.S.  citizen  nor  an  alien  with  satisfactory  immigration  status,  you  may  still  be  eligible  for  certain 
medical  assistance  benefits. 


MA/LTC-1  (Rev.  05/96) 
05-145-0596-80 


Commonwealth  of  Massachusetts  •  Executwe  Office  of  Health  and  Human  Services 


HI.  REQUEST  FOR  MEDICAL  ASSISTANCE  COVERAGE  FOR  THREE  MONTHS  PRIOR  TO  MONTH  OF 
APPLICATION 

The  Division  may  be  able  to  pay  for  medical  services  that  you  or  your  spouse  received  in  the  three  months  prior  to  the  month 
of  this  application. 


Did  you  or  your  spouse  incur  medical  bills  during  this  time? 

Do  you  or  your  spouse  wish  to  apply  for  medical  assistance  for  this  time  period? 
If  yes,  what  is  the  earliest  date  for  which  you  need  medical  assistance? 


□  Yes       □  No 

□  Yes       □  No 


J. 


I 


Month        Day  Year 


IV.  PREVIOUS  ASSISTANCE 

Have  you  or  your  spouse  ever  applied  for  or  received  medical  assistance? 
If  yes,  where?  When? 


□  Yes      □  No 


V.   PRIOR  RESIDENCE 

Complete  the  following  information  for  your  residences  for  the  three  years  prior  to  your  admission  to  the  facility  and  check 
whether  rented  or  owned,  if  applicable. 


Street 

City/State 

Rented 

Owned 

Dates 

1. 

2. 

3. 

If  you  did  not  rent  or  own  your  residence,  did  you  pay  any  expenses? 
If  yes,  did  you  pay:   LJ  room/board     LJ  utilities    LJ  food  only    LJ  other  (explain: 


□  Yes      D  No 


J? 


VI.  THIRD-PARTY  LIABILITY 

Are  you  or  your  spouse  requesting  medical  assistance  because  of  an  injury,  disease,  or  disability  that  was  caused  by 
someone  else  or  that  may  be  covered  by  insurance  other  than  health  insurance?  LJ  Yes      LJ  No 

Is  there  a  lawsuit,  workers'  compensation,  or  insurance  claim  pending  for  you  or  your  spouse  as  a  result  of  an  accident 
or  illness?  □  Yes      □  No 

If  yes,  you  must  complete  the  following  information: 


Name  and  Address  of  Your  Lawyer 

Telephone  Number 

(           ) 

Name  and  Address  of  Any  Insurance  Companies  ma  Their  Insured 

Person  involved 

Date  of  Incident 

Reason  lor  Claim  or  Suft 

/        / 
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VII.  HEALTH  INSURANCE 

Do  you,  your  spouse,  or  your  former  spouse  have  health  insurance? 

If  no,  is  it  available  through  your  pension  plan  or  employer? 

Do  you,  your  spouse,  or  your  former  spouse  have  Medex  or  other  health  insurance  deducted  from  a  pension? 

D  Yes      □  No 

If  yes,  you  must  complete  the  following  information: 


□  Yes      D  No 

□  Yes      □  No 


.        :::--Hyoii 

Who  Pays? 

Effective  Date 

Claim  Number 

Amount  of  Premium 

Medicare   D  Part  A 
□  Part  B 

$ 

Medex  (type  of  plan): 

$ 

Railroad  Retirement 

$ 

Other  (identify): 

$ 

Your  Spouse 

Claim  Number 

Amount  of  Premium 

Who  Pays? 

Effective  Date 

Medicare   D  Part  A 
□  Part  B 

$ 

Medex  (type  of  plan): 

$ 

Railroad  Retirement 

$ 

Other  (identify): 

$ 

VIH.  TAX  RETURNS 

Did  you  or  your  spouse  file  U.S.  income  tax  returns  in  the  past  three  years? 


□  Yes      □  No 


If  yes,  you  will  be  asked  to  submit  copies  of  these  returns.  If  you  did  not  keep  copies  of  your  tax  returns  for  the  past  three 
years,  you  must  submit  a  completed  and  signed  Form  4506  to  the  Internal  Revenue  Service.  Form  4506  is  attached  to  this 
application  packet  for  your  convenience. 


IX.   INCOME 

Do  you  or  your  spouse  have  any  income?  □  Yes      U  No 

If  yes,  you  must  complete  the  following.   If  no,  write  "none"  or  "N/A"  in  the  amount  column  for  each  item  below. 

YOU  SPOUSE 


Amount 

How  Often? 

Amount 

How  Often? 

Social  Security/Railroad  Retirement 

$ 

Veterans'  Benefits  (state  or  federal) 

$ 

Pensions  (type): 

$ 

Income  from  Employment 

$ 

Other  (identify): 

$ 

Other  (identify): 

$ 

X.   ASSETS 

A.   Bank  Accounts 

Do  you  or  your  spouse  have  any  bank  accounts,  including  checking,  savings,  personal  needs  (PNA),  credit 
union,  NOW,  and  money-market  accounts,  as  well  as  certificates  of  deposit?  LJ  Yes      LJ  No 

Do  you  or  your  spouse  have  any  retirement  accounts,  including  individual  retirement  accounts,  Keogh 
accounts,  or  pension  funds?  LJ  Yes      LJ  No 

Have  you  or  your  spouse  or  a  joint  owner  closed  any  accounts  in  the  past  36  months?  LJ  Yes      LJ  No 

If  you  answered  yes  to  any  question  in  Item  A  above,  you  must  complete  the  following. 


Name<s)  on  Account 

Name  of 
Bank  or  Credit  Union 

Account 
Number 

Account 
type 

Current 
Amount 

Date  Account 
Closed 

B.    Life  Insurance 

Do  you  or  your  spouse  have  any  life  insurance? 

If  yes,  you  must  complete  the  following. 


□  Yes      □  No 


Name  of  Insured  Person 

Insurance  Company 

Policy  Number 

Face  Value 

$ 

$ 

$ 

$ 

C.   Trusts 

Are  you  or  your  spouse  the  donor,  grantor,  trustee,  or  beneficiary  of  any  trust(s)? 


□  Yes      D  No 


If  you  or  your  spouse  are  the  donor  of  a  trust,  was  the  trust  created  with  the  assets  of  you  or  your  spouse? 

D  Yes      D  No 

Are  you  or  your  spouse  a  beneficiary  of  a  trust  established  by  someone  else,  including  a  court,  administrative 
body,  or  any  other  person?  LJ  Yes      LJ  No 


C.  Trusts  (com.) 

Have  you  or  your  spouse  transferred  any  properties,  including  your  home,  into  a  trust?       LJ  Yes      LJ  No 

Have  you  or  your  spouse  transferred  assets  to  a  trust  established  for  your  disabled  child  or  for  a 

disabled  individual?  D  Yes      D  No 

Have  any  assets  from  a  trust  been  transferred  by  you  or  the  trustee  for  the  benefit  of  someone  other 

than  you  or  your  spouse?  LJ  Yes      LJ  No 


If  you  answered  yes  to  any  question  in  Item  C  above,  you  must  complete  the  following. 
When  was  the  trust(s)  established? 


/ 


/ 


Month       Day      Year 


Name  of  Trust 

Type* 

Grarrtor(s)/Donor($) 

Trustee(s) 

Beneficiaries 

Trust  Principal 

$ 

• 

$ 

*  I  =  Irrevocable;  R  =  Revocable 

How  much  income  do  you  and/or  your  spouse  receive  from  the  trust(s)?  $_ 


How  often? 


D.     Prepaid  Burial  Plans/Trusts 


Do  you  or  your  spouse  have  any  prepaid  burial  contracts  or  trusts,  burial  insurance,  life  insurance,  or 
bank  accounts  designated  for  funeral  and  burial  expenses?  LJ  Yes      LJ  No 

If  yes,  complete  the  following. 
1.     Burial  Contract/Trust  (Please  circle  either  "Contract"  or  "Trust") 

$ 


Name  of  Owner  of  Contract/Trust 


Name  of  Funeral  Home 


Amount  of  Contract 


LJ  Revocable      LJ  Irrevocable 


2.     Bank  Account 


Name  of  Bank 


Account  Number 


$ 


Amount  in  Account 


3.     Burial  Insurance/Life  Insurance  Designated  for  Burial 


Name  of  Company 


Policy  Number 


$ 


Face  Value  of  Insurance 


E.  Real  Estate 

The  answers  to  the  following  questions  will  be  used  to  determine  whether:  (1)  your  real  estate  will  be  counted  as 
an  asset;  (2)  a  lien  will  be  placed  against  your  real  estate;  (3)  a  claim  will  be  filed  against  your  probate  estate;  and 
(4)  a  reason  may  exist  for  deferring  payment  of  the  claim  against  your  estate  in  the  event  of  your  death.  Your  home 
becomes  a  countable  asset  if  you  do  not  intend  to  return  to  it.  If  you  intend  to  return  home,  your  home  remains 
noncountable,  but  may  be  subject  to  a  lien. 

1.     Do  you  or  your  spouse  own  or  have  an  interest  in  your  home,  including  a  life  estate?  LJ  Yes      LJ  No 

If  yes,  complete  the  following  information  and  answer  Questions  2  through  6.  If  no,  answer  Question  6  only. 


Name  and  Address  of  Person(s)  on  Ownership  Papers 

Description  and  Address  of  Property  Location 

Fair-Market 
Value 

$ 

$ 

2.     Are  any  of  the  following  persons  living  in  your  home?  Please  check  the  appropriate  box(es)  and  complete 
the  information,  if  necessary. 

LJ  Name  of  spouse:    


LJ  Name  of  permanently  and  totally  disabled  or  blind  child: 
LJ  Name  of  child  under  21  years  of  age:  


Date  of  birth: 


LJ  Brother  or  sister  with  an  equity  interest  in  the  home  and  who  was  residing  in  the  home  for  a  period  of  at 
least  one  year  immediately  prior  to  the  applicant's  admission  to  the  medical  institution 

LJ  Son  or  daughter  who  has  resided  in  the  home  for  at  least  the  past  two  years  and  provided  care  to  the 
applicant  that  permitted  the  applicant  to  reside  at  home  for  the  two  years  prior  to  admission  to  the  medical 
institution 

LJ  Dependent  relative  -  describe  the  relationship  and  the  nature  of  the  dependency:  


3.     Are  any  of  the  following  persons  not  living  in  your  home?    Please  check  the  appropriate  box(es)  and 
complete  the  information. 


LJ  Name  of  spouse: 


LJ  Name  of  permanently  and  totally  disabled  or  blind  child: 
LJ  Name  of  child  under  21  years  of  age:  


Date  of  birth: 


4.  Do  you  intend  to  return  to  your  home? 

5.  Do  you  have  long-term-care  insurance? 


□  Yes     D  No 

□  Yes      D  No 


E.  Real  Estate  (cont.) 

6.     Do  you  or  your  spouse  own  or  have  ownership  interest  in  other  real  estate  that  is  not  your  home? 

D  Yes      □  No 

(Ownership  interest  includes  joint  ownership,  tenancy  by  the  entirety,  tenants  in  common,  and  a  life  estate. 
Real  estate  other  than  your  home  includes  vacation  property,  rental  property,  time-sharing  property,  vacant  lots, 
and  business  property,  whether  in  Massachusetts  or  out  of  state.) 

If  yes,  you  must  complete  the  following. 


Name  on  Ownership  Papers 

Description  and  Location 

Fair-Market  Value 

$ 

7.     If  you  answered  yes  to  Questions  1  and/or  6  above,  you  must  answer  Items  a,  b,  and  c  in  Question  7 
below.  If  you  answered  no  to  both  Questions  1  and  6,  proceed  directly  to  Question  8. 

a.  What  type  of  real  estate  do  you  own? 

□  1  family    □  2  family    □  3  family    □  other 


b.  Do  you  have  rental  income  from  any  real  estate,  including  your  home? 


□  Yes      □  No 


c.  If  yes,  how  much  do  you  receive  in  rental  income  each  month  from  all  property?  $_ 


8.     Have  you  or  your  spouse  owned  any  real  estate  in  the  past  10  years  that  has  not  been  listed  previously 
on  this  application?  LJ  Yes      LJ  No 

If  yes,  you  must  complete  the  following. 


Dates  of  Ownership 

Location  of  Property 

Date  Sold  or  Transferred 

F.   Motor  Vehicles 

Do  you  or  your  spouse  own  any  motor  vehicles,  including  cars,  vans,  trucks,  mobile  homes,  and  boats? 

□  Yes      □  No 
If  yes,  you  must  complete  the  following. 


Name  of  Owner 

Year/Make/Model 

FMV* 

Amount  Owed 

$ 

$ 

$ 

$ 

*  Fair-Market  Value 
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G.  Stocks/Bonds/Other 

Do  you  or  your  spouse  own  any  stocks,  bonds,  savings  bonds,  mutual  funds,  securities,  assets  held  in 
safe-deposit  boxes,  coins,  stamps,  or  cash  not  in  the  bank? 


□  Yes      □  No 


Name  of  Owner 

Description  and  Location 

Value 

#  Shares 

$ 

$ 

How  much  income  do  you  receive  from  the  assets  listed  above?   $_ 
H.  Annuities 

Do  you  or  your  spouse  own  an  annuity? 
If  yes,  when  did  you  or  your  spouse  purchase  the  annuity? 

What  is  the  purchase  price  amount? 


How  often? 


I. 


□  Yes      □  No 


J. 
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Month      Day     Year 

$ 


Name  of  Owner 

Name  of  Annuitant 

Beneficiary  upon 
Death  of  Annuitant 

Income 
Received 

How 
Often? 

$ 

Resource  Transfers    (Resources  include  both  income  and  assets) 

In  the  past  36  months: 

a.    Have  you  or  your  spouse  transferred  income  or  the  right  to  income  to  someone  other  than  you  or 


your  spouse. 


□  Yes      □  No 


b.  Have  you  or  your  spouse  transferred,  changed  ownership  in,  given  away,  or  sold  any  assets,  including 
your  home  or  other  real  estate?  Lj  Yes      LJ  No 

c.  Did  you  or  your  spouse  change  the  deed  or  the  ownership  of  any  real  estate,  including  creating  a  life 
estate?  □  Yes      □  No 

d.  Did  you  or  your  spouse  add  another  name  to  the  deed  of  any  property  you  own?  LJ  Yes      LJ  No 


e.    Did  you  or  your  spouse  give  anyone  a  mortgage  on  property  you  own? 

If  you  answered  yes  to  any  of  the  questions  in  Item  I  above,  you  must  complete  the  following. 


□  Yes      □  No 


Date  of 

Transfer 
Back  Date 

Relationship 

Amount  of 

Description  of  Asset 

Transfer 

Transferred  to  Whom 

to  You 

Transfer  (FMV)* 

$ 

$ 

$ 

*  Fair-Market  Value 


XI.  ASSET  ASSESSMENT 

Complete  this  section  only  if  you  are  married  and  you  or  your  spouse  is  in  a  medical  institution*  If  this  does  not  apply  to 
you,  proceed  directly  to  Section  XII  on  page  11. 

The  Division  must  determine  the  amount  of  assets  you  and  your  spouse  owned  on  the  date  of  your  admission  to  a  medical 
institution.  This  is  called  an  asset  assessment 

Have  you  had  an  asset  assessment?      d  Yes      LJ  No     Where? When?  

If  yes,  complete  only  Item  B,  Living  Expenses  of  the  Spouse  and  Family  Members  in  the  Community,  on  page  10.  If  you  have 
not  had  an  asset  assessment,  you  must  complete  both  Items  A  and  B  below. 

A.      Asset  Assessment 

In  Section  X  of  this  application,  you  were  asked  to  list  assets  that  both  you  and  your  spouse  currently  own,  including 
all  activity  during  the  past  36-month  period.  For  Items  1  through  7  below,  you  must  list  and  verify  the  total 
combined  assets  owned  by  you  and  your  spouse  on  the  date  of  admission  to  the  medical  institution  (as  defined 
in  the  attached  cover  letter).  This  information  will  be  used  to  determine  the  amount  of  assets  your  spouse  in  the 
community  may  keep. 

1.    Bank  Accounts 


Name  on  Account 

Name  of 

Banking  Institution 

Account 
Number 

Account 
Type 

Balance  on  Dale  of 

Admission  to 
Medical  Institution 

$ 

$ 

$ 

$ 

$ 

$ 

2.   Life  Insurance 


Name  of  Insured 

Insurance  Company 

Policy  Number 

Face  Value 

$ 

$ 

$ 

$ 

3.    Trusts 


Name  of  Trust 

Type* 

Grantor(s)/Donor(s) 

Trustee(s) 

Beneficiaries 

Trust 

Principal 

$ 

$ 

*  I  -  Irrevocable;  R  =  Revocable 

How  much  income  do  you  and/or  your  spouse  receive  from  the  trust(s)?  $_ 


How  often? 


4.    Real  Estate 

Real  estate  includes  your  home,  vacation  property,  rental  property,  time-sharing  property,  vacant  lots,  and  business 
property,  whether  in  Massachusetts  or  out  of  state.  (Ownership  of  real  estate  includes  joint  ownership,  tenancy  by 
the  entirety,  tenants  in  common,  and  a  life  estate.) 


Name  on  Ownership  Papers 

Description  and  Location 

Fair-Market  Value 

■ 

$ 

$ 

5.    Motor  Vehicles 

Motor  vehicles  include  cars,  vans,  trucks,  mobile  homes,  and  boats. 


Name  of  Owner 

Year/Make/Model 

Fair-Market  Value 

Amount  Owed 

$ 

$ 

$ 

$ 

6.    Stocks/Bonds/Other 

These  include  stocks,  bonds,  savings  bonds,  mutual  funds,  securities,  and  assets  held  in  safe-deposit  boxes. 


Name  of  Owner 

Description  and  Location 

Value 

#  Shares 

$ 

$ 

7.    Annuities 


Name  of  Owner 

Name  of  Annuitant 

Beneficiary  upon 
Death  of  Annuitant 

Income 
Received 

How 
Often? 

$ 

B.      Living  Expenses  of  the  Spouse  and  Family  Members  in  the  Community 

Your  community  spouse  may  be  able  to  keep  some  of  your  income.  Complete  the  following  information  about  your 
spouse's  current  living  expenses.   How  much  does  your  spouse  pay  each  month  for: 


Rent:      $ 


Mortgage  (principal  &  interest):         $_ 


Taxes:     $ 


Homeowner's/Tenant's  Insurance:      $ 


Required  Maintenance  Charge  for  a  Condo  or  Co-Op: 


$ 


Does  your  spouse  pay  for  heat?   LJ  Yes      LJ  No         Does  your  spouse  pay  for  utilities?   LJ  Yes      LJ  No 

If  a  child,  parent,  brother,  and/or  sister  lives  with  your  spouse,  a  deduction  may  be  allowed  for  their  maintenance  needs. 
These  persons  must  be  related  to  you  or  your  spouse  and  one  of  you  must  claim  them  as  a  dependent  on  income  tax 
returns. 


Monthly  Income 
Amount 

Name 

Social  Security  Number 

Relationship 

Date  of  Both 

/       / 

$ 

■ 

/       / 

$ 
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XII.  SIGNATURE  (both  you  and  your  spouse  must  sign  this  form) 

I  hereby  authorize  and  direct  my  employer  and  the  health  insurer  responsible  for  health  insurance  for  me  and/or  my  spouse 
to  release  to  the  Division  any  information  pertaining  to  health  insurance  premiums,  coinsurance,  deductibles",  and  covered 
benefits  that  are  available  to  me. 

I  understand  that  I  must  repay  the  Division  for  any  medical  services  paid  by  the  Division  that  were  received  as  a  result  of 
any  accident  or  injury  for  which  I  received  money  from  any  source,  including  but  not  limited  to,  automobile  insurance, 
workers'  compensation,  or  a  liable  third  party.  The  amount  of  the  recovery  may  not  exceed  the  total  amount  of  monies 
received  as  the  result  of  the  accident.  I  further  understand  that  I  must: 

•  notify  the  Division  of  any  claim  or  lawsuit  filed; 

•  apply  for  any  potential  benefits  to  which  I  may  be  entitled;  and 

•  report  receipt  of  any  monies  or  changes  in  assets,  income,  health  insurance  coverage,  and  health  insurance  premiums 
within  10  days. 

I  also  understand  that  by  signing  below  I  am  assigning  to  the  Division: 

•  my  rights  to  pursue  and  receive  third-party  payments  for  medical  care;  and 

•  my  rights  to  receive  support  from  a  community  spouse  who  refuses  to  cooperate  or  whose  whereabouts  is  unknown. 

By  signing  below,  I  am  also  certifying  that  the  information  checked  below  is  true. 
LJ  I  am  a  U.S.  citizen  or  an  alien  with  a  satisfactory  immigration  status. 

D  My  spouse  is  a  U.S.  citizen  or  an  alien  with  a  satisfactory  immigration  status. 

LJ  I  am  NOT  a  U.S.  citizen  or  an  alien  with  a  satisfactory  immigration  status  and  I  wish  to  apply  for  medical  assistance. 

I  certify  that  I  have  read  or  had  read  to  me  the  application  and  the  information  pamphlet  that  accompanies  it.  I  further  certify 
under  penalty  of  perjury  that  the  information  provided  on  this  application  is  correct  and  complete  to  the  best  of  my 
knowledge.  I  understand  mat  the  willful  misrepresentation  of  information  provided  in  relation  to  this  application  that  results 
in  the  receipt  of  medical  assistance  benefits  to  which  I  am  not  entitled  is  an  offense  punishable  by  fines  or  imprisonment  or 
both. 

If  you  are  applying  on  behalf  of  someone  who  is  unable  to  complete  this  application  because  of  a  physical  or  mental 
condition,  you  must  be  sufficiently  aware  of  the  applicant's  circumstances  to  assume  legal  responsibility  for  the  accuracy  of 
the  statements  made.  By  signing  this  document  on  behalf  of  the  applicant,  you  are  certifying  that  you  assume  legal 
responsibility  for  the  accuracy  of  statements  made.  If  you  have  been  appointed  by  a  court  as  the  legal  guardian  or 
conservator,  you  must  attach  a  copy  of  your  court  appointment. 


Signature  of  Applicant  or  Signature  of  Authorized  Representative  Date 


Signature  of  Applicant's  Spouse                                                            Date 
( ) 


Name  of  Authorized  Representative                                                      Telephone  Number 
i ) 


Address  of  Authorized  Representative  Fax  Number 


Relationship  of  Authorized  Representative  to  Applicant 
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XIII.   APPOINTMENT  OF  REPRESENTATIVE  AND  MEDICAL  RELEASE  FORM 

This  form  gives  the  Division  the  authorization  to  appeal  claims  that  have  been  denied  by  Medicare.  The  Medicare  program 
is  a  federal  insurance  program  for  people  65  or  older  and  certain  disabled  people.  This  program  covers  hospital,  nursing 
facility,  home  health,  and  other  medical  services. 

The  Division  also  covers  the  same  health  services  but  is  the  payer  of  last  resort.  If  Medicare  denies  payment  for  a  service, 
the  Division  will  cover  the  claim.  By  signing  this  form,  you  give  the  Division  or  its  agent  the  authorization  to  determine  if 
the  denial  of  payment  of  certain  services  should  be  appealed  on  your  behalf  to  Medicare.  You  will  not  lose  your  eligibility 
for  medical  assistance,  and  your  services  will  be  covered  during  the  appeal  process.  If  the  appeal  decision  is  favorable,  the 
Division  will  be  reimbursed  for  the  services  paid,  resulting  in  cost  savings.  If  the  appeal  decision  is  unfavorable,  your 
services  will  still  be  covered. 

This  form  is  not  a  state  or  federal  requirement.  Your  application  for  medical  assistance  will  not  be  affected  by  your  decision. 

************************************************************************* 

I  give  my  permission  to  the  Division  of  Medical  Assistance  to  act  as  my  representative  in  connection  with  all  claims 
pertaining  to  the  Medicare  program.  This  authority  includes  the  right  to  request  information,  present  evidence,  and  receive 
any  notice  or  decision  from  any  Medicare  claim  on  my  behalf. 

In  addition,  I  give  the  Social  Security  Administration,  Health  Care  Financing  Administration,  doctors,  nursing  facilities,  and 
all  other  providers  permission  to  release  information  to  the  Division  of  Medical  Assistance. 


Name  of  Applicant  Applicant's  Social  Security  Number 


Signature  of  Applicant  or  Signature  of  Authorized  Representative  Date 


1 I 


Name  of  Authorized  Representative  Telephone  Number 

Address  of  Authorized  Representative 

Relationship  of  Authorized  Representative  to  Applicant 
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ton*  4506 

(Rev.  October  1994) 

Department  of  the  Treasury 
Internal  Revenue  Service 


Request  for  Copy  or  Transcript  of  Tax  Form 

►  Please  read  instructions  before  completing  this  form. 
►  Please  type  or  print  clearly. 


OMB  No.  1545-0429 


Note:  Do  not  use  this  form  to  get  tax  account  information.  Instead,  see  instructions  below. 


1a    Name  shown  on  tax  form 


1b  First  social  security  number  on  tax  form  or 
employer  identification  number  (See  instructions.) 


2a    If  a  joint  return,  spouse's  name  shown  on  tax  form 


2b  Second  social  security  number  on  tax  form 


3     Current  name,  address  (including  apt,  room,  or  suite  no.),  city,  state,  and  ZIP  code  (See  instructions.) 


4      If  copy  of  form  or  a  tax  return  transcript  is  to  be  mailed  to  someone  else,  show  the  third  party's  name  and  address. 


5  If  we  cannot  find  a  record  of  your  tax  form  and  you  want  the  payment  refunded  to  the  third  party,  check  here ►    ;  J 

6  If  name  in  third  party's  records  differs  from  line  1a  above,  show  name  here.  (See  instructions.)  ► 

7  Check  only  one  box  to  show  what  you  want 

a    C  Tax  return  transcript  of  Form  1040  series  filed  during  the  current  calendar  year  and  the  2  preceding  calendar  years.  (See  instructions.)  (The 
transcript  gives  most  lines  from  the  original  return  and  schedule®.)  There  is  no  charge  for  a  transcript  request  made  before  October  1, 1995. 

b    D  Copy  of  tax  form  and  all  attachments  (including  Form(s)  W-2,  schedules,  or  other  forms).  The  charge  is  $14.00  for  each  period  requested. 

Note:  If  these  copies  must  be  certified  for  court  or  administrative  proceedings,  see  instructions  and  check  here ►    D 

c    D  Verification  of  nonfiling.  There  is  no  charge  for  this. 

d    Q  Copy  of  Form(s)  W-2  only.  There  is  no  charge  for  this.  See  instructions  for  when  Form  W-2  is  available. 
Note:  If  the  copy  of  Form  W-2  is  needed  for  its  state  information,  check  here ►    □ 


8     If  this  request  is  to  meet  a  requirement  of  one  of  the  following,  check  all  boxes  that  apply. 
□  Small  Business  Administration       □   Department  of  Education       □    Department  of  Veterans  Affairs 


D    Financial  institution 


9      Tax  form  number  (Form  1040, 1040A,  941,  etc.) 


10    Tax  period(s)  (year  or  period  ended  date).  If  more  than  four,  see 
instructions. 


11  Amount  due  for  copy  of  tax  form: 

a  Cost  for  each  period 

b  Number  of  tax  periods  requested  on  line  1 0 

c  Total  cost  Multiply  line  11a  by  fine  11b.    . 

Full  payment  must  accompany  your  request  Make  check 
or  money  order  payable  to  "Internal  Revenue  Service.'' 


$      14.00 


L 


Please 

Sign 

Here 


r 


Telephone  number  of  requester 
(  ) 


Signature.  See  instructions.  If  other  than  taxpayer,  attach  authorization  document 


Date 


Best  time  to  call 


Title  (if  line  1a  above  is  a  corporation,  partnership,  estate,  or  trust) 


Instructions 

A  Change  To  Note. — Form  4506  may  be 
used  to  request  a  tax  return  transcript  of  the 
Form  1040  series  filed  during  the  current 
calendar  year  and  the  2  preceding  calendar 
years.  There  is  no  charge  for  a  tax  return 
transcript  requested  before  October  1, 1995. 
You  should  receive  it  within  10  workdays 
after  we  receive  your  request  For  more 
details,  see  the  instructions  for  line  7a 

Purpose  of  Form.— Use  Form  4506  only  to 
get  a  copy  of  a  tax  form,  tax  return  transcript 
verification  of  nonfiling,  or  a  copy  of  Form 
W-2.  But  if  you  need  a  copy  of  your  Form(s) 
W-2  for  social  security  purposes  only,  do  not 
use  this  form.  Instead,  contact  your  local 
Social  Security  Administration  office. 

Do  not  use  this  form  to  request  Forms 
1099  or  tax  account  information.  If  you  need 
a  copy  of  a  Form  1099,  contact  the  payer. 
However,  Form  1099  information  is  available 
by  calling  or  visiting  your  local  IRS  office. 


Note:  If  you  had  your  tax  form  filled  in  by  a 
paid  preparer,  check  first  to  see  if  you  can  get 
a  copy  from  the  preparer.  This  may  save  you 
bom  time  and  money. 

If  you  are  requesting  a  copy  of  a  tax  form, 
please  allow  up  to  60  days  for  delivery. 
However,  if  your  request  is  for  a  tax  return 
transcript  please  allow  10  workdays  after  we 
receive  your  request  To  avoid  any  delay,  be 
sure  to  furnish  all  the  information  asked  for 
on  this  form.  You  must  allow  6  weeks  after  a 
tax  form  is  filed  before  requesting  a  copy  of  it 
or  a  transcript 

Tax  Account  Information  Only. — If  you  need 
a  statement  of  your  tax  account  showing  any 
later  changes  that  you  or  the  IRS  made  to  the 
original  return,  you  will  need  to  request  tax 
account  information.  Tax  account  information 
will  list  certain  items  from  your  return 
including  any  later  changes. 

To  request  tax  account  information,  do  not 
complete  this  form.  Instead,  write  or  visit  an 
IRS  office  or  call  the  IRS  toll-free  number 
listed  in  your  telephone  directory. 


If  you  want  your  tax  account  information 
sent  to  a  third  party,  complete  Form  8821, 
Tax  Information  Authorization.  You  may  get 
this  form  by  calling  1-800-TAX-FORM 
(1-800-829-3676). 

Line  1b. — Enter  your  employer  identification 
number  only  if  you  are  requesting  a  copy  of  a 
business  tax  form.  Otherwise,  enter  the  first 
social  security  number  shown  on  the  tax 
form. 

Line  2b. — If  requesting  a  copy  or  transcript  of 
a  joint  tax  form,  enter  the  second  social 
security  number  shown  on  the  tax  form. 
Note:  If  you  do  not  complete  One  lb  and,  if 
applicable,  line  2b,  there  may  be  a  delay  in 
processing  your  request   ' 
Line  3. —  For  a  tax  return  transcript  a  copy 
of  Form  W-2,  or  for  verification  of  nonfiling,  if 
your  address  on  fine  3  is  different  from  the 
address  shown  on  the  last  return  you  filed 
and  you  have  not  notified  the  IRS  of  a  new 
address,  either  in  writing  or  by  filing  Form 
8822,  Change  of  Address,  you  must  attach 

either —  _  _^ 
(Continued  on  back) 


For  Privacy  Act  and  Paperwork  Reduction  Act  Notice,  see  back  of  form. 


Cat  No.  41 721 E 
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•  A  copy  of  two  pieces  of  identification  that 
have  your  signature,  or 

•  An  original  notarized  statement  affirming 
your  identity. 

Line  4. — If  you  have  named  someone  else  to 
receive  the  tax  form  or  tax  return  transcript 
(such  as  a  CPA,  an  enrolled  agent,  a 
scholarship  board,  or  a  mortgage  lender), 
enter  the  name  and  address  of  the  individual. 
If  we  cannot  find  a  record  of  your  tax  form, 
we  will  notify  the  third  party  directly  that  we 
cannot  fill  the  request 

Line  6. — Enter  the  name  of  the  client, 
student,  or  applicant  if  it  is  different  from  the 
name  shown  on  line  1a.  For  example,  the 
name  on  line  1a  may  be  the  parent  of  a 
student  applying  for  financial  aid.  In  this  case, 
you  would  enter  the  student's  name  on  line  6 
so  the  scholarship  board  can  associate  the 
tax  form  or  tax  return  transcript  with  their  file. 

Line  7a. — If  you  are  requesting  a  tax  return 
transcript,  check  this  box.  Also,  on  line  9 
enter  the  tax  form  number,  on  line  10  enter 
the  tax  period,  and  on  line  11c  enter  "no 
charge."  However,  if  you  prefer,  you  may  get 
a  tax  return  transcript  by  calling  or  visiting 
your  local  IRS  office. 

A  tax  return  transcript  shows  most  lines 
from  the  original  return  (including 
accompanying  forms  and  schedules).  It  does 
not  reflect  any  changes  you  or  the  IRS  made 
to  the  original  return.  If  you  have  changes  to 
your  tax  return  and  want  a  statement  of  your 
tax  account  with  the  changes,  see  Tax 
Account  Information  Only  on  the  front  A  tax 
return  transcript  is  available  for  any  returns  of 
the  1040  series  (such  as  Form  1040,  1040A, 
or  1040EZ)  filed  during  the  current  calendar 
year  and  the  2  preceding  calendar  years. 

In  many  cases,  a  tax  return  transcript  will 
meet  the  requirement  of  any  lending 
institution  such  as  a  financial  institution,  the 
Department  of  Education,  or  the  Small 
Business  Administration.  It  may  also  be  used 
to  verify  that  you  did  not  claim  any  itemized 
deductions  for  a  residence. 

Line  7b. — If  you  are  requesting  a  certified 
copy  of  a  tax  form  for  court  or  administrative 
proceedings,  check  the  box  to  the  right  of 
line  7b.  It  will  take  at  least  60  days  to  process 
your  request 

Line  7c.— Check  this  box  only  if  you  want 
proof  from  the  IRS  that  you  did  not  file  a 
return  for  the  year.  Also,  offline  10  enter  the 
tax  period  for  which  you  are  requesting 
verification  of  nonfiling,  and  on  line  11c,  enter 
"no  charge." 

Line  7d. — If  you  need  only  a  copy  of  your 
Form(s)  W-2,  check  this  box.  Also,  on  line  9 
enter  "Form(s)  W-2  only,"  and  on  line  11c 
enter  "no  charge." 

Forms  W-2  are  available  only  from  1978  to 
the  present  Form  W-2  information  is  only 
available  18  months  after  it  is  submitted  by 
your  employer.  But  you  can  get  this 
information  earlier  if  you  request  a  copy  of 
your  tax  return  and  all  attachments.  See 
line  7b. 

If  you  are  requesting  a  copy  of  your 
spouse's  Form  W-2,  you  must  have  your 
spouse's  signature  on  the  request  If  you  lost 
your  Form  W-2  or  have  not  received  it  by  the 
time  you  are  ready  to  prepare  your  tax  return, 
contact  your  employer. 


Line  10. — Enter  the  year(s)  of  the  tax  form  or 
tax  return  transcript  you  are  requesting.  For 
fiscal-year  filers  or  requests  for  quarterly  tax 
forms,  enter  the  date  the  period  ended;  for 
example,  3/31/93,  6/30/93,  etc.  If  you  need 
more  than  four  different  tax  periods,  use 
additional  Forms  4506.  Tax  forms  filed  6  or 
more  years  ago  may  not  be  available  for 
making  copies.  However,  tax  account 
information  is  generally  still  available  for  these 
periods. 

Line  11c. — Write  your  social  security  number 
or  Federal  employer  identification  number  and 
"Form  4506  Request"  on  your  check  or 
money  order.  If  we  cannot  fill  your  request, 
we  will  refund  your  payment. 

Signature. — Requests  for  copies  of  tax  forms 
or  tax  return  transcripts  to  be  sent  to  a  third 
party  must  be  signed  by  the  person  whose 
name  is  shown  on  line  1a  or  by  a  person 
authorized  to  receive  the  requested 
information. 

Copies  of  tax  forms  or  tax  return  transcripts 
for  a  jointly  filed  return  may  be  furnished  to 
either  the  husband  or  the  wife.  Only  one 
signature  is  required.  Sign  Form  4506  exactly 
as  your  name  appeared  on  the  original  tax 
form.  If  you  changed  your  name,  also  sign 
your  current  name. 

For  a  corporation,  the  signature  of  the 
president  of  the  corporation,  or  any  principal 
officer  and  the  secretary,  or  the  principal 
officer  and  another  officer  are  generally 
required.  For  more  details  on  who  may  obtain 
tax  information  on  corporations,  partnerships, 
estates,  and  trusts,  see  Internal  Revenue 
Code  section  6103. 

If  you  are  not  the  taxpayer  shown  on  line 
la,  you  must  attach  your  authorization  to 
receive  a  copy  of  the  requested  tax  form  or 
tax  return  transcript  You  may  attach  a  copy 
of  the  authorization  document  if  the  original 
has  already  been  filed  with  the  IRS.  This  will 
generally  be  a  power  of  attorney  (Form 
2848),  or  other  authorization,  such  as  Form 
8821 ,  or  evidence  of  entitlement  (for  Title  1 1 
Bankruptcy  or  Receivership  Proceedings).  If 
the  taxpayer  is  deceased,  you  must  send 
Letters  Testamentary  or  other  evidence  to 
establish  that  you  are  authorized  to  act  for 
the  taxpayer's  estate. 

Note:  Form  4506  must  be  received  by  the 
IRS  within  60  days  after  the  date  you  signed 
and  dated  the  request 

Where  To  FUe. — Mail  Form  4506  with  the 
correct  total  payment  attached,  if  required,  to 
the  Internal  Revenue  Service  Center  for  the 
place  where  you  lived  when  the  requested  tax 
form  was  filed. 

Note:  You  must  use  a  separate  form  for  each 
service  center  from  which  you  are  requesting 
a  copy  of  your  tax  form  or  tax  return 
transcript 


If  you  lived  in: 


Use  this  address: 


New  Jersey,  New  York 
(New  York  City  and 
counties  of  Nassau, 
RccWand,  Suffolk,  and 
Westchester) 


1040  Waverty  Ave. 
Photocopy  Unit 
Stop  532 
HottsviUe,  NY  11742 


New  York  (all  other 
counties).  Connecticut, 
Maine,  Massachusetts, 
New  Hampshire, 
Rhode  island,  Vermont 


310  Lowell  St 
Photocopy  Unit 
Stop  679 
Andover.  MA  01810 


Florida,  Georgia, 
South  Carolina 


4800  Butofd  Hwy. 
Photocopy  Unit 
Stop  91 
Dotavilte.  GA  30362 


Indiana,  Kentucky, 
Michigan,  Ohio, 
West  Virginia 


P.O.  Box  145500 
Photocopy  Unit 
Stop  524 
Cincinnati,  OH  45250 


Kansas,  New  Mexico, 
Oklahoma,  Texas 


3651  South  Interregional 

Hwy. 
Photocopy  Unit 
Stop  6716 
Austin.  TX  73301 


Alaska.  Arizona,  California 
(counties  of  Alpine, 
Amador,  Butte, 
Calaveras,  Colusa, 
Contra  Costa.  Del  Norte, 
El  Dorado,  Glenn, 
Humboldt  Lake,  Lassen. 
Marin,  Mendocino, 
Modoc,  Napa,  Nevada, 
Placer.  Plumas, 
Sacramento,  San  Joaquin, 
Shasta,  Sierra,  Siskiyou. 
Solano,  Sonoma,  Sutter, 
Tehama,  Trinity,  Yolo, 
and  Yuba),  Colorado, 
Idaho.  Montana. 
Nebraska,  Nevada, 
North  Dakota.  Oregon, 
South  Dakota.  Utah. 
Washington,  Wyoming 


P.O.  Box  9953 
Photocopy  Unit 
Stop  6734 
Ogden.  UT  84409 


California  (all  other 
counties),  Hawaii 


5045  E  Butler  Avenue 
Photocopy  Unit 
Stop  52180 
Fresno,  CA  93888 


Illinois,  Iowa,  Minnesota. 
Missouri,  Wisconsin 


2306  E.  Bannister  Road 
Photocopy  Unit 
Stop  57A 
Kansas  City,  MO  64999 


Alabama,  Arkansas, 
Louisiana.  Mississippi, 
North  Carolina, 
Tennessee 


P.O.  Box  30309 
Photocopy  Unit 
Stop  46 
Memphis.  TN  38130 


Delaware, 

District  of  Columbia, 
Maryland.  Pennsylvania, 
Virginia,  a  foreign 
country,  or  AP.O.  or 
F.P.O  address 


11601  Roosevelt  Blvd. 
Photocopy  Unit 
DP  536 
Philadelphia,  PA  19255 


Privacy  Act  and  Paperwork  Reduction  Act 
Notice. — We  ask  for  the  information  on  this 
form  to  establish  your  right  to  gain  access  to 
your  tax  form  or  transcript  under  the  Internal 
Revenue  Code,  including  sections  6103  and 
6109.  We  need  it  to  gain  access  to  your  tax 
form  or  transcript  in  our  files  and  property 
respond  to  your  request  If  you  do  not  furnish 
the  information,  we  will  not  be  able  to  fill  your 
request  We  may  give  the  information  to  the 
Department  of  Justice  or  other  appropriate 
law  enforcement  official,  as  provided  by  law. 

The  time  needed  to  complete  and  file  this 
form  will  vary  depending  on  individual 
circumstances.  The  estimated  average 
time  is: 

Recordkeeping 13  min- 
i-earning about  the  law  or  the  form  7  min. 
Preparing  the  form 25  min. 


Copying,  assembling,  and 
sending  the  form  to  the  IRS. 


17  mm. 


If  you  have  comments  concerning  the 
accuracy  of  these  time  estimates  or 
suggestions  for  making  this  form  more 
simple,  we  would  be  happy  to  hear  from  you. 
You  can  write  to  both  the  Internal  Revenue 
Service,  Attention:  Reports  Clearance  Officer, 
PC:FP,  Washington,  DC  20224;  and  the 
Office  of  Management  and  Budget 
Paperwork  Reduction  Project  (1545-0429), 
Washington,  DC  20503.  DO  NOT  send  this 
form  to  either  of  these  offices.  Instead,  see 
Where  To  File  on  this  page. 
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